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The purpose of the current study was to examine the treatment acceptability
ratings of teachers of adolescents on three different types of commonly used
interventions: (a) positive verbal praise, (b) token economy with response cost and
extinction, and (c) psychotropic medication. Ratings of treatment acceptability were
also assessed according to type of disorder (i.e., externalizing or internalizing). The
participants were 101 teachers of adolescents recruited from a midwestern public
school district. Participants were asked to read two case studies presented in a
counterbalanced format. One case study focused on a youth who displayed symptoms
related to an internalizing disorder (Major Depressive Disorder), while the other
focused on a youth who displayed symptoms of an externalizing disorder (Conduct
Disorder). After each case study, participants were asked to read three treatment

vignettes. Each treatment vignette described one of the three previously mentioned
interventions. The participants then rated the treatment acceptability of each
intervention using a modified Abbreviated Acceptability Rating Profile. A 2 x 3
repeated measures ANOVA was used to analyze the data from the measures.
Statistically significant differences were found among level of intervention
intrusiveness, type of disorder, as well as interaction effects between the two main
variables of interest. Overall, teachers indicated they found less intrusive
interventions as more acceptable than the more intrusive interventions; interventions
for externalizing disorders were also rated as more acceptable than interventions
targeting internalizing disorders. A noteworthy exception was the most intrusive
intervention, psychotropic medication, as equally acceptable for both disorders. The
current study is unique in that previous researchers have not investigated treatment
acceptability of internalizing disorders or among teachers of adolescents as a
population. The findings of this study may be useful for teachers of adolescents
experiencing classroom difficulties with youth displaying symptoms of either
Conduct Disorder or Major Depressive Disorder. Recommendations for future
research are discussed as well.
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CHAPTER I
INTRODUCTION

In classes in almost every school, there are students whose behavioral
problems are so severe that teachers are unable to teach the students using their usual
approaches to instruction. Many of the teachers have access to school psychologists
and other behavioral specialists who can help address the behavioral problems of a
student while achieving the learning goals of that day's lessons. The help provided by
the school psychologist is typically an intervention that is suggested to manage the
behavioral problem while providing instruction to the student. Regardless of the
efficacy of the intervention, some teachers implement the intervention with a
successful outcome and others do not. Adherence or compliance with treatment or
intervention recommendations is critical to the education of the student with
behavioral problems, to the teacher whose evaluation often depends on student
achievement gains, and to the schools, the evaluation is critical because of federal
legislation known as the Individuals with Disabilities Education Act (IDEA) and the
No Child Left Behind Act (NCLB). This legislation requires teachers to implement
and monitor interventions, and document progress made on behavioral and academic
interventions for students who are struggling (Council of Parent Advocates and
Attorneys, 2006). The intervention requirements lead to the issue of treatment
acceptability, or how acceptable the interventionist finds the intervention.
1

Treatment acceptability research is relatively new to the field of psychology.
The idea of evaluating treatment acceptability was introduced in 1978 by Wolf when
he introduced the term social validity (Wolf, 1978). The treatment acceptability
concept was later expanded when Kazdin began his examination of the term treatment
acceptability (Finn & Sladeczek, 2001; Kazdin, 1981). Treatment acceptability is
important to the application of interventions in mental health and education due to its
relationship with treatment integrity. If teachers or parents find treatments acceptable,
they may be more likely to implement the treatment with integrity (Allinder & Oats,
1997). A more complete history of treatment acceptability and social validity will be
provided in another section of this chapter.
Adherence to treatment is especially important in education because IDEA of
2004 and 2002 NCLB require educators to develop, implement, and monitor
effectiveness of academic and behavioral interventions (Council of Parent Advocates
and Attorneys, 2006; United States Department of Education, 2003). However, the
relationship between treatment acceptability and treatment integrity is often obscured
by limiting factors such as resources required to implement the intervention, type of
intervention and severity of the behavior to be addressed (Witt, Martens, & Elliott,
1984). For example, researchers have found that in general, teachers and parents who
find treatments to be acceptable in regards to both time and effort are less likely to
terminate the interventions prematurely (Kazdin, 1981).
Treatment acceptability has been well researched with numerous populations
in both analog and naturalistic settings (Eckert & Hintze, 2000) and has been found to
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be a consistent factor in both treatment adherence and effectiveness. Most studies of
treatment acceptability focus on school-based problem behaviors involving
externalizing behaviors (e.g., aggression, defiance, disruptive behaviors,
hyperactivity). Thus, few studies have been focused on other problem areas such as
depression or anxiety (Eckert & Hintze). The lack of focus on internalizing disorders
is problematic in that many children and adolescents are suffering from symptoms
related to disorders such as anxiety and depression to such an extent that they are
unable to function in the classroom. Many youth in schools experience both
externalizing and internalizing problems in such common disorders as AttentionDeficit/Hyperactivity Disorder (ADHD) and Conduct Disorder (CD). Such disorders
are often comorbid with anxiety or depression (Lilienfeld, 2003). For example, Chen,
Thrane, Whitbeck, and Johnson (2006) found that 14.86% of a sample of runaway
adolescents suffered from concurrent comorbidity of an externalizing disorder and an
internalizing disorder, whereas 23.29% suffered from two externalizing disorders and
one internalizing disorders. More specifically, in 2003 researchers found that 5.0% of
males between the ages of nine and sixteen reported comorbidity of any depressive
disorder and conduct disorder while, 21.3% of females in the sample reported such
comorbidity. For ADHD, 8.0% of males and 3.3% of females reported concurrent
comorbidity with any depressive disorder (Costello, Mustillo, Erkanli, Keeler, &
Angold, 2003). Thus, it is probable that many youth in schools are suffering from
multiple disorders and interventions should be created that address all the symptoms
being displayed.
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Thus, there is a gap in the treatment acceptability research for treatment
acceptability of interventions for youth with internalizing disorders. Similarly, despite
a plethora of research about treatment acceptability, there have been few studies
conducted with upper grade (i.e., junior or high school) teachers as participants.
However, there is a need for research with this population as teachers of adolescents
being asked and required to implement behavioral and academic interventions, but are
often resistant to implementing such interventions. Previous researchers (Martens,
Kelly, & Diskin, 1996) have indicated that upper grade teachers are less likely to
implement suggested interventions than teachers at lower grades. The current study
will use both high school and junior high teachers as participants to help answer
questions about treatment acceptability in the adolescent population with either
internalized or externalized disorders.
To focus on acceptability of interventions for externalizing and internalizing
disorders in the secondary school setting, this study also uses three levels of
intrusiveness of interventions. Two of the three levels included in this paper were
adapted from Alberto and Troutman’s (2003) hierarchy or continuum of behavioral
interventions; with Level One as least intrusive upon the client (e.g., the child in the
classroom) and Level Four as most intrusive. Alberto and Troutman’s original levels
of intervention will be discussed further in the literature review section. For this
paper, the Level Four intervention used is psychotropic medication. There is evidence
that teachers’ acceptability and fidelity in implementation of interventions is directly
tied to type and level of intrusiveness of intervention (i.e., whether it is based on
positive behavioral concepts such as increasing appropriate behavior or based on
4

negative behavioral concepts such decreasing inappropriate behaviors); amount of
time needed for implementation; presence and severity of side effects; years of
teaching experience; grade taught; and severity of child’s behavior (Clark & Elliott,
1998; Kazdin, 1981; Martens et al., 1996; Witt et al., 1984). Through the continuum
of intervention intrusiveness and the type of behavior difficulty (i.e., internalizing and
externalizing disorders) in secondary school-aged youth, the current study will
explore their teachers’ perceptions of interventions for youth who exhibit common
internalizing and externalizing behavior difficulties.

Statement of Problem
Federal legislation (e.g., IDEA, NCLB) requires educators to create,
implement, and monitor a wide variety of academic and behavioral interventions in
schools for youth who are experiencing difficulty in the school environment. The
IDEA requires that schools create and use individual education plans (IEPs) to
address educational difficulties of students with disabilities. Teachers must provide
students an education in the least restrictive environment (LRE), and are required to
conduct functional behavioral assessments (FBAs) (Council of Parent Advocates and
Attorneys, 2006). An FBA is intended to help determine what environmental
antecedents and consequences influence a child’s behavior such that the most
effective intervention can be developed to target problematic behavior.
The NCLB act mandates school accountability for the education of all youth
including those who require behavioral interventions to assist the child to meet
educational goals and achieve academically (United States Department of Education,
5

2003). Furthermore, educators are now required by federal legislation to use
evidence-based interventions to affect change in their students with academic and
behavioral disorders (Council of Parent Advocates and Attorneys, 2006). The
implementing and monitoring of interventions requirement may be difficult for
teachers of adolescents to meet, especially for adolescents with internalizing
disorders, because there are few empirically validated interventions for that specific
populations (Eckert & Hintze, 2000).

Statement of Purpose
The purpose of the current study is to explore teachers’ acceptability of
interventions for educational settings using three levels of intrusiveness: Level One
(differential reinforcement of incompatible behaviors), Level Two (token economy
with response cost and extinction), Level Three (psychotropic medication) when
implemented for externalizing and internalizing disorders in youth attending
secondary school. The internalizing disorder in this study is Major Depressive
Disorder. The externalizing disorder used in this study is Conduct Disorder. Thus,
each of the two disorders will be assigned three different interventions as defined
within the three levels, for a total of six interventions to be rated by the teachers. The
participants will be junior high and high school general education teachers from a
midwestern urban school district.

6

Independent Variables
The independent variables in the study are the levels of intervention and type
of behaviors (externalizing or internalizing). The independent variables were
manipulated through the presentation of a case study and a description for each
disorder (see Appendix A and B) and intervention vignettes that describe the three
different levels of treatment (see Appendix C). The three intervention vignettes for
the internalizing behaviors were as follows: (a) pleasant thoughts diary with positive
verbal praise with extinction, defined as a diary in which the student records pleasant
thoughts and receives verbal praise from the teacher contingent upon teacher reading
diary, (b) token economy with response cost and extinction, defined as a loss of
tokens for every class skipped, with a set number of loss tokens resulting in loss of
preferred activity, thus the goal is reduce and/or eliminate truancy, and (c)
psychotropic medication, 25 mg of fluoxetine (Prozac) administered once daily by
school nurse. Intervention vignettes will detail the following procedures for
externalizing behaviors: (a) differential reinforcement of incompatible behaviors,
includes a schedule change to limit amount of interaction of adolescent with
inappropriate peers who are often discriminant stimuli for inappropriate behaviors,
(b) token economy with response cost and extinction, defined as a loss of tokens for
every class skipped, with a set number of loss tokens resulting in loss of preferred
activity, thus leading to reduction and/or elimination of truancy, and (c) psychotropic
medication, 5 mg of aripiprazole (Abilify), administered once daily by the school
nurse. For both internalizing and externalizing disorders, all three interventions are
presented.
7

Dependent Variable
The dependent variable for this proposed study is treatment acceptability as
measured using a modified version of the Abbreviated Acceptability Rating Profile
(AARP; see Appendix C). The AARP is an 8-item acceptability rating scale that
measures treatment acceptability. It has been proven to have acceptable internal
consistency, reliability, and validity (Tarnowski & Simonian, 1992).
To better assess treatment intrusiveness and ease of implementation several
items from the Intervention Rating Profile-15 (IRP-15) were added to the AARP.
Similar to the AARP, the IRP-15 has a primary factor loading of .82-.95. The IRP-15
also has a high reliability of .98 (Martens, Witt, Elliott, & Darveaux, 1985).
Specifically the items, “I would be willing to use this intervention in the classroom
setting,” “This intervention is reasonable for the behavior problem described,” and
“This intervention was a good way to handle this child’s behavior” were added to the
acceptability measure used in this study. The items should provide more information
on how the participants view the relative ease of implementation of the interventions.

The Statement of Hypothesis
The primary purpose of this study is to examine treatment acceptability
ratings for six potential treatments for a child displaying characteristics of either an
externalizing or an internalizing disorder.
The current study will be conducted to test the following hypotheses:
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H01: There will be no statistical difference in the ratings of treatment
acceptability of the three levels of intrusiveness (i.e., differential
reinforcement of incompatible behaviors, token economy with response
cost and extinction, and psychotropic medication) as rated by teachers.
H02: There will be no statistical difference in the ratings of treatment
acceptability based on the type of disorder (i.e. externalizing or
internalizing).
H03: There will be no statistical interaction between type of disorder and three
levels of intrusiveness for treatment acceptability

Review of Literature

Behavior Problems of Children and Adolescents
There are two types of behavior problems in children and adolescents;
internalizing and externalizing. Internalizing behavior problems refer to, “…inner
directed clusters of behaviors such as neurotic, withdrawn, depressed and somatic
problems” (Campbell, 1998, p. 10). Internalizing behavior problems are also often
referred to as overcontrolled (Thurber & Osborn, 1993). Common internalizing
disorders include depression, generalized anxiety disorder, and eating disorders.
Externalizing behavior problems are defined as, “….outer-directed clusters of
behavior, such as conduct problems, hyperactivity, and aggressive and antisocial
disorders.” (Campbell, 1998, p.10). Sometimes referred to as undercontrolled
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behaviors, some well-known externalizing disorders are ADHD, Oppositional Defiant
Disorder (ODD), and Conduct Disorder (CD) (Kauffman, 2005).
Although considered two separate types of disorders, externalizing and
internalizing disorders rarely occur without one another (Lilienfeld, 2003). Lilienfeld
(2003) proposed three theories as to why internalizing and externalizing disorders so
often have comorbidity in children. Lilienfeld theorized that internalizing disorders
contribute to externalizing disorders through anxiety, guilt, and over-control. In other
words, the youth act out their internal turmoil through externalizing behaviors.
Lilienfeld also stated that externalizing behavior itself contributes to internalizing
disorders. For example, a youth who is rewarded for exhibiting aggression in front of
his peers may feel anxious about his social status and exhibit aggression in order to
earn social attention (Lopez, Olaizola, Ferrer, & Ochoa, 2006). Lilienfeld’s final
theory is that externalizing and internalizing disorders are comorbid due to specific
personality or temperament characteristics.
If the cause of comorbidity is debatable, it is well documented that it exists
Lopez et al. (2006), examined differences between 843 Hispanic adolescents defined
as aggressive/socially rejected and non-aggressive/socially rejected. The researchers
found the two groups to score very similarly with regards to depression and social
rejection, indicating high levels of comorbidity. The researchers hypothesized that
depression and other internalizing disorders may be significant contributors to the
aggressive externalizing behaviors. Alleged causes of externalizing disorders are
many. Studies have found more perceived stress, less parental support, more
aggression in the home, and more negative child/parent communications appear to
10

increase severity and frequency of externalizing disorders (Lopez et al., 2006).
Perhaps more important than the causes of the disorders is how they are perceived.

Perceptions of Children’s Behavior
Based on the fact that most evaluations for children’s behavior difficulties
include and rely upon the report of parents and teachers, the question then becomes:
do parents and adults have accurate perceptions about frequency and intensity to
which children and adolescents experience the internalizing and externalizing
disorders? In general, adolescents self-report more internalizing symptoms and
problems than do the adults who complete corresponding rating scales on the youth
(Keogh & Bernheimer, 1998; Lambert, Lyubansky, & Achenbach, 1998). Epkins
(1995) used the Child Depression Inventory, Reynolds Child Manifest Anxiety Scale,
and Aggression Inventory and found that 83 children, 8 to12 years of age, who were
placed in an inpatient facility, reported significantly higher levels or number of all
symptoms than did their teachers. In 1998, Keogh & Bernheimer found that in a
sample of 74 children with developmental delays, parents rated their children as
higher in acting out problems, lower in independence, and social skills than did their
teachers. Another study by Barkmann and Schulte-Markwort (2005) found that
ratings on the Child Behavior Checklist (CBCL), parent and youth self-report forms
showed parents and youth most often disagreeing on severity of thought problems for
girls, but more congruency was seen in externalizing disorders. Researchers found
that correlations on the CBCL were higher for within-informant than between parent
and child forms for both internalizing and externalizing disorders, with parents
11

reporting more externalizing symptoms (i.e., ADHD) than adolescents Hope et al.,
1999). It also appears that gender may be a factor that can influence adult ratings. A
study by Lambert et al. (1998) found females were reported to have more somatic and
anxious complaints through self-report, parent, and teacher report than did males.
Furthermore, teachers scored males lower than parents or children on externalizing
problems, with the males scoring themselves higher than either teachers or parents.
Teacher and parent ratings for females did not differ, but females rated themselves
higher than either teachers or parents. In 2005, Barkmann and Schulte-Markwort
found significant discrepancy on parent and self-report measures of the CBCL for
severity of thought problems symptoms (e.g., has strange behaviors and ideas) as
experienced by females. Romano, Tremblay, Vitaro, Zoccolillo, and Pagani (2001)
found that female adolescents self-reported higher number of psychiatric symptoms
than did males, with mothers indicating a higher prevalence of internalizing disorders
in females than males. In another study, parents rating their adolescents on the CBCL
were better able to distinguish over controlled symptoms (i.e. internalizing
symptoms) from under controlled (i.e. externalizing symptoms) more clearly in
females than in males (Thurber & Osborn, 1993). The discrepancy in identification of
internalizing disorders may be more difficult due to relative lack of observable and/or
bothersome externalizing behaviors. The aforementioned studies suggest that parents
and teachers often rate children’s problems and types of disorders differently and tend
to rate males as having more externalizing disorders than females.
Although their ratings of behavior problems may differ, it appears that both
parents and teachers rate externalizing disorders as more severe and needing of
12

treatment (Lambert, Puig, Lyubansky, Rowan, & Winfry, 2001). However, clinicians
are more likely to rate children with internalizing disorders as needing help, as was
found in a study in which clinicians and parents rated internalizing disorders; 74% of
clinicians compared to 50% of parents rated children with internalizing disorders as
more in need of treatment (Lambert et al., 2001).
Type of reporting method also appears to affect reports of presence and
severity of symptoms. For example, Hartung, McCarthy, Milich, and Martin (2005)
found that in a sample of clinic-referred children (13-18 years of age), their parents
reported significantly more inattentive and hyperactivity symptoms during an
interview, but did not rate the same behaviors similarly when they completed rating
scales for their children. Similarly, both adolescents and parents of non-referred and
referred children and their parents reported more conduct disorder symptoms during
an interview, than in their completed rating scales; conversely the rating scales
produced greater report of more hyperactivity symptoms than did the interview
process. Additionally, the clinic-referred adolescents reported more inattentive
symptoms during the interview than when they completed the rating scales. Clearly,
variables such as respondent, method of gaining information (i.e. interview, rating
scale), and type of disorder or symptoms affect the reporting of symptom presence
and severity.
It is, then important to examine what causes or contributes to the
discrepancies with reporting of symptoms. For example, there might be biases within
the respondent, or the respondent may be ill prepared to report on the symptoms of
the child. Boyle and Pickles (1997) found that maternal depressive symptoms affected
13

mothers’ ratings for their child’s behaviors, in that the mother’s depressive symptoms
and ratings of their child’s behavior positively correlated and were higher than youth
self-ratings, which were then followed by teacher ratings. Maternal depression was
also found to be associated with conduct disorder and hyperactivity to a statistically
significant degree in mothers of 5-7 year old children. However, this difference
shrunk to a less statistically significant degree in the same mothers four years later.
Youth self-report gained significance four years after the initial report. Therefore, it is
important to consider familial factors, such as depression, when examining parental
or teacher ratings of children’s behaviors.
Despite a lack of agreement in mother and child report of symptoms, mothers
have been found to be relatively reliable sources when reporting history of psychiatric
symptoms across time. This is especially true for mothers’ who report on daughters’
versus sons’ symptomology (Kentgen, Klein, Mannuzza, & Davies, 1997).
Furthermore, there also appears to be a difference dependent upon gender for parent
report of symptomology, at least for adolescents housed in a psychiatric hospital.
Mothers’ ratings on the CBCL were elevated compared to fathers in regards to total
problems, internalizing, and externalizing scales. There was a higher correspondence
between ratings for mother and son than father and son. The correspondence was not
found to exist for the daughters (Thurber & Osborn, 1993).
When youth self-report their behavior, in general they tend to rate their
behaviors as more severe and as occurring more frequently than do the adults in their
life (Keogh & Bernheimer, 1998; Lambert et al., 1998). Again, there appear to be
gender differences in that males more often rate themselves as having more
14

externalizing disorders; whereas females rate themselves as having more internalizing
disorders (Keogh & Bernheimer; Lambert et al.). Teachers and parents do not
typically differ significantly in the ways in which they rate children with regards to
disorders. However, some variables (e.g., maternal depression) have been shown to
affect how children’s behaviors are rated (Boyles & Pickles, 1997). Another variable
in the reporting of symptomology is the age of the youth.

Children versus Adolescent Behaviors
Diagnosis and treatment of many disorders can depend on the child’s stage of
development at the time of onset. For example, as indicated within the Diagnostic and
Statistical Manual-Fourth Edition-Training Revisions (DSM-IV-TR), CD can have a
childhood or adolescent onset. Typically, childhood onset CD is associated with more
argumentative, negative, and non-compliant behaviors; whereas adolescent onset CD
is associated with more rule violating, covert, and aggression relative to other
behaviors. Childhood onset CD can have more severe impact on a child’s later
adjustment if not treated correctly. Early and adolescent onset CD may disappear as
youth enters adulthood (Frick, 2001).
Internalizing disorders can also have onset in either childhood or adolescence.
For example, Masi, Millipiede, Mucci, Paola et al., 2004 examined Generalized
Anxiety Disorder (GAD) in children and adolescents. The researchers found that
overall there was no statistically significant difference in the number of depressive
symptoms of children and adolescents of males and females. However, younger
children showed Social Anxiety Disorder (SAD) more often than adolescents.
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Adolescents reported more thoughts of death and anhedonia than did the younger
children with GAD. An earlier Masi, Toni, et al., (2001) study examined comorbidity
of anxiety disorders in children and adolescents with bipolar and found that more
participants, 14.39%, experienced adolescent onset of bipolar disorder compared to
9.85% who reported childhood onset. Notably, most participants with childhood onset
bipolar disorder also showed comorbidity with some type of anxiety disorder.
Due to the developmental disparity between children and adolescents across
all types of disorders, different treatments are often necessary. For example,
cognitive-behavior therapy, often used successfully with adolescents with
externalizing behavior difficulties, is generally believed to be neither successful nor
appropriate for younger children (Kubiszyn, Carlson, & Dehay, 2005). Children with
CD may benefit from social skills training to address inappropriate social behaviors;
however; adolescents may feel “singled out” by this intervention, thus reducing their
desire to participate in treatment (Mpofu & Crystal, 2001). Conversely, Gonzalez et
al., (2004) found in their meta-analysis of interventions that rational-emotive behavior
therapy was equally effective for both children and adolescents with disruptive
behavior disorders. Notably, treatment effects were greater for elementary age
children than for junior high and high school ages. Further, Kendall, Safford,
Flannery-Schroeder, and Webb (2004) found that youth who receive cognitivebehavioral treatment for anxiety disorders when they are younger may still retain the
gains into adolescence and engage in less substance abuse than youth who do not
receive the cognitive behavioral treatments. For all the reasons it is important to
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consider a youth’s age when developing interventions, as age appears to significantly
affect both symptomology and response to interventions.
Overall, the research on how adolescents and children exhibit and experience
symptoms of both internalizing and externalizing disorders differ according to type of
disorder, symptomology, and treatment approaches. The following sections will focus
on the adolescent experience of externalizing and internalizing disorders and
treatments.

Internalizing Disorders in Adolescents
The term internalizing disorders refers to, “…inner directed clusters of
behaviors such as neurotic, withdrawn, depressed and somatic problems” (Campbell,
1998, p. 10). It is also important to remember that internalizing disorders often
present differently in adolescents than in adults. For example, depression in
adolescents, may present as irritability or anger along with sad or withdrawn
behaviors, thus leading parents and teachers to address the anger, rather
than the depression (Stark, 1990). Nevertheless, there are several universal factors of
internalizing disorders.
First of all, internalizing disorders often present comorbidly with externalizing
disorders (Lilienfeld, 2003). When adolescents present with undesirable behaviors it
is rare that just one disorder is present. Typically, there are usually characteristics of
other disorders at hand (Lilienfield). For, example a youth showing symptoms related
to ODD (i.e., refusal to follow rules, not following instructions, arguing with adults),
may also be irritable, withdrawn, and cease participation in favorite activities. If
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looking at all the symptoms, a teacher might conclude that the child may also be
experiencing depression, which might change the ways in which the teachers
intervenes with the child.
There also appears to be a gender difference, with females reporting that they
experience more internalizing symptoms than do males (King, Iacono, & McGue,
2004; Romano et al., 2001). With regards to prevalence of internalizing disorders, in
general, female respondents report not only a significantly higher prevalence of
psychiatric symptoms overall, but they also report significantly more internalizing
disorders, such as anxiety and depressive disorders than do male respondents (King et
al.; Romano et al.,). For example, King et al. (2001) examined 699 pairs of twins as
part of the Minnesota twin study. The researchers found that 23.7% of females were
reported to have internalizing disorders; conversely only 3.6% of males were reported
to have Major Depressive Disorder (MDD), and no other internalizing disorder was
found within the males. As mentioned previously: (a) parents and teachers tend to rate
females as having more internalizing disorders than males (Epkins, 1995; Keogh, &
Bernheimer, 1998; Lambert et al., 2001); and (b) females tend to rate themselves
higher than either teachers or parents (Lambert et al., 2001). The tendencies for adults
to rate youth differently by gender are, in part, the reason why the vignettes in the
current study will use non-gender specific youth. The ambiguity will reduce the
likelihood that teachers will attribute specific qualities to the youth described in the
scenario based solely on their gender. Although there are multiple categories of
internalizing disorders the following will focus only on MDD.

18

Major Depressive Disorder
A very common internalizing disorder in adolescents is depression. In terms
of prevalence, King et al. (2004) found that only 3.6% of adolescent males
experienced MDD, compared with 2.9% of females in the same sample. Other
prevalence research shows ranges from 1.9-13.9% of general school youth reported
themselves or were identified by other as depressed (Stark, 1990). Typical symptoms
of depression include fatigue, sleeping significantly more or less than usual, eating
significantly more or less than usual, loss of interest in favorite activities, and loss of
energy (Masi, Millepiedi, Mucci, Pascale, et al., 2003). For a more complete list of
symptoms please see Appendix D. In terms of presence of symptoms in 100 youth
receiving either inpatient or outpatients services for depression, Masi, Millepiedi,
Mucci, Pascale, et al. (2003) found irritability to be the most frequently reported
symptom, followed by low self-concept, fatigue, loss of energy, depressed mood,
guilt, concentration difficulties, anhedonia, and hopelessness. The researchers found
no statistically significant differences with regards to age or gender in this sample.
However, 35% (mostly males) of their sample reported some type of comorbid
externalizing disorder. Examples of common disorders often found to be comorbid
with depression include CD, ADHD, and ODD. As shown in a longitudinal study of
twins conducted by King et al. in 2004.
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Treatment for Depression
Treatments for depression in adolescents typically include some type of
cognitive-behavioral therapy (CBT) often in conjunction with some type of
psychotropic medication. Two large meta-analyses examined outcomes of CBT alone
in adolescents and found large effect sizes of 1.029 (Lewinsohn & Clarke, 1999) and
1.27 (Reinecke, Ryan, & DuBois, 1998) post-treatment. Reinecke et al., found that
the results are maintained over time and Lewinsohn and Clarke found that 63% of
participants showed clinically significant improvement in functioning. Another
common treatment of adolescent depression is the use of psychotropic medications.
Recently, the Federal Drug Administration has issued a warning to physicians that the
use of antidepressants in adolescents may increase the likelihood of suicidal and
depressive thoughts (Bridge et al., 2007). However, selective serotonin reuptake
inhibitors (SSRIs) have been afforded no such warning. Fluoxetine (e.g. Prozac) has
been found to be the safest psychotropic treatment for depression in adolescents
(Kubiszyn et al., 2005). Side effects of fluoxetine and other SSRIs include stomach
problems, headaches, sedation, and insomnia (Kubiszyn et al., 2005). In summary,
most treatments for depression in
adolescents usually involves the use a psychotropic medication, such as Prozac, as
well as the use of cognitive behavioral interventions.

Differential Diagnoses of Depression
In order to provide best practice and quality of care, it is important in all cases
to make sure the diagnosis is as accurate as possible. Often disorders have similar
20

symptoms and, thus, are difficult to differentiate from one another. The DSM-IV-TR
lists a couple of diagnoses which must be distinguished from MDD: Mood Disorder
Due to General Medical Condition, Substance Induced Mood Disorder, Manic
Episodes with irritable mood, and especially relevant for adolescents, AttentionDeficit/Hyperactivity disorder (DSM-IV; American Psychiatric Association, 1994).
Youth with ADHD often appear irritable as do some youth with MDD (Masi,
Millepiedi, Mucci, Pascale, et al., 2003; Stark, 1990). Other differential diagnoses
include the spectrum of anxiety and eating disorders. Youth with anxiety and eating
disorders may exhibit similar symptoms (i.e., irritability, weight loss, loss of interest
in activities) as are often seen in youth with MDD (DSM-IV; American Psychiatric
Association, 1994; Masi, Millipiede, Mucci, Paola, et al., 2004).
In summary, there are several trends that appear in literature for internalizing
disorders in adolescents. Adults rate female adolescents as having more internalizing
problems than males (Epkins, 1995; Keogh & Bernheimer, 1998; Lambert et al.,
2001), similarly, on self-report measures females rate themselves as having more
internalizing disorders than adults do on corresponding adult measures (Lambert et
al.), and on self-report measures females also rate themselves as having more
internalizing disorders than do males (King et al., 2004; Romano et al., 2001). MDD
is a very common internalizing disorder that appears in adolescence. However, in
order to diagnose MDD it is important to rule out disorders with similar symptoms
such as ADHD, anxiety disorders, or other mood disorders. Once diagnosed, the most
common treatments for MDD are cognitive behavioral therapy and psychotropic

21

medication. Interestingly, externalizing disorders in adolescents appear to have
different trends.

Externalizing Disorders in Adolescents
Externalizing problems are overt behaviors that are most often noticed by
others and can be defined as, “….outer-directed clusters of behavior, such as conduct
problems, hyperactivity, and aggressive and antisocial disorders” (Campbell, 1998,
p.10). Common diagnoses of externalizing disorders include: Conduct Disorder (CD),
ODD, and ADHD. In terms of population, historically males have been found to be
diagnosed with externalizing disorders more than females, as reported by King et al.
(2001). King et al. reported that the researchers of the Minnesota Twin Study found
that 27.9% of males were diagnosed with an externalizing disorder, compared to
14.1% of females. Males are also more likely to self-report more symptoms of
disorders than are teachers or parents (Epkins, 1995). In 2001, Romano et al. found
that the disorders adolescent males self-report are likely to be externalizing disorders
such as ODD and CD. Additionally, there is some indication the youth’s inpatient
versus outpatient status may impact how parents rate the severity of the behavior
difficulties of their child. For example, parents whose youth are placed in a hospital
setting may rate their adolescents with more externalizing disorders than the
adolescents themselves (Thurber & Osborn, 1993). Although there are quite a few
externalizing disorders often seen in the adolescent population, this literature review
will focus only on CD. However, differential diagnoses for CD will also be discussed.
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Conduct Disorder
CD is an externalizing disorder that can begin in childhood or early
adolescence. CD can be defined as, “…a chronic pattern of antisocial and aggressive
behavior in which either the rights of others or major societal norms, or both, are
violated” (p.597, Frick, 2001). General, characteristics of CD include: rule-breaking
behaviors, fire setting, bullying, animal cruelty, truancy, and serious law violations
(e.g., robbery, breaking and entering, physical assault). For a more comprehensive list
of characteristics please see Appendix E. CD can begin in childhood (i.e., before 8
years of age; early onset), or adolescence, with no CD characteristics appearing
before ten years of age (i.e., late onset). Both early and late onset CD will be briefly
discussed in this paper; however, in terms of characteristics and treatment, this review
will focus predominately on the late onset of CD and characteristics relative to
adolescents.
It appears that CD symptomology can be classified on two dimensions. The
first dimension includes the more aggressive symptoms such as arguing, defiance,
bullying, and fighting; whereas the second dimension includes less aggressive
symptoms such as lying, vandalizing property, truancy, fire-setting, and substance use
with deviant peers. Another way to examine characteristics of CD is to consider
covert versus overt manifestations, as well as in terms of five subtypes of aggression:
retaliatory, reactive, hostile, unprovoked, and instrumental aggression (Frick & Ellis,
1999).
Although there appears to be no hard and fast causes of CD, there is evidence
to suggest that it is caused by a genetic predisposition and triggered by environmental
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stimuli (Scourfield, Martin, Eley, & McGuffin, 2004; Steiner et al., 1997). Thus,
some youth may have temperamental characteristics, which are then influenced by an
environment conducive to development of CD (Frick, 2001). It is also generally
agreed that the development of CD is strongly influenced by environment, in that, a
child who grows up in a non-contingent environment is less likely to learn selfcontrol or to delay gratification; and the deficiencies in learning have been found to
develop into rule-breaking and antisocial behaviors (Frick, 2001; Frick & Ellis,
1999).
As mentioned previously, CD can occur at two stages in development, before
eight years of age (i.e., early onset), and after age 10 years of age (i.e., late onset). In
general, early onset CD has characteristics of non-compliance and mild aggression,
which often develop into more antisocial behavior as the child gets older. Youth with
early onset CD have been found to have higher rates of cognitive and
neuropsychological dysfunction, such as low verbal IQ and poorer performances on
measures of executive functioning than do youth with late onset CD (Frick & Ellis,
1999). There is much evidence to suggest that youth with early onset CD may have
more severe behaviors than youth diagnosed later and, if left untreated, youth with an
early onset diagnosis often enter adulthood with diagnoses of antisocial personality
disorder (Frick, 2001). However, Frick (2001) indicated that studies have found the
best treatment outcomes occur in youth who receive treatment for CD before 8 years
of age.
Generally, youth with adolescent onset CD have better treatment outcomes
and fewer develop antisocial personality disorder as adults than youth who were
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diagnosed earlier in life (Frick & Ellis, 1999). Frick and Ellis state that some have
theorized that late onset CD may be a result of a particularly strong rebellious streak
in the youth, which dissipates as the youth enters adulthood. The researchers further
state that it also appears that females are more likely to have adolescent onset CD,
and may exhibit characteristics that, tend to resemble characteristics of early onset
CD. Thus, females may exhibit a wide variety of behaviors and have wide variability
in when they develop CD. Conversely, males with CD are a more heterogeneous
group in terms of time of onset and characteristics.
Adolescents with CD often have many psychosocial problems such as poor
peer relations, peer rejection, parental rejection, and dysfunctional and unstructured
home lives. However, the propensity for the problems appears to be truer for youth
with childhood onset than with later onset CD (Frick, 2001). It also appears that
socio-economic factors may be correlated with CD, as CD has been found to be more
prevalent in youth in disadvantaged neighborhoods (Kroneman, Loeber, & Hipwell,
2004).
Another concern for youth diagnosed with CD is the high rate of comorbidity
with other disorders. For example, researchers indicate that as many as 65-90% of
youth diagnosed with CD also have ADHD traits such as hyperactivity, impulsivity,
and inattention (Frick & Ellis, 1999). Overall, ADHD is the disorder most frequently
seen co-diagnosed with CD. Although, ODD is also commonly seen with CD, some
argue that ODD is a developmental antecedent to adolescent onset CD and it is
difficult to differentiate where one disorder begins and the other ends (Steiner et al.,
1997). In general, CD can present in childhood or adolescence, with childhood onset
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having poorer outcomes. Gender differences are also seen, with males being more
heterogeneous in terms of onset and characteristics and females typically
experiencing adolescent onset CD with symptoms more often seen in childhood onset
CD. It is important to note that CD is appears concurrently comorbid with other
disorders such as ADHD. Comorbidity is an important distinction as it is likely to
affect intervention strategies.

Treatment of Conduct Disorder
In terms of treatment, one of the most effective treatments for CD is parent
management training (PMT) (Frick, 2001). In PMT, parents are taught to: (a) make
their home a very structured environment, (b) set up contingency management
programs that include both punishment and rewards, (c) improve parental supervision
and monitoring, (d) teach more effective discipline techniques, and (e) improve the
parent- child relationship has also been somewhat effective in helping adolescents
overcome psychosocial deficits. Cognitive-behavioral therapy, where the focus is
often on social problem solving to help youth overcome psychosocial deficits, has
also been found to be somewhat effective in adolescents (Frick, 2001). Recently,
multi-systemic therapy has been explored by interventionists and found to be
somewhat effective (c.f., Farrington & Welsh, 2003; Frick, 2001; Waddell, Wong,
Hua, & Godderis, 2004). The effectiveness of MST is probably predominately due to
the emphasis on wraparound services during which the child is given the same
expectations and contingencies across all settings (e.g., school, home, extra curricular
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activities) and with all adults. Thus, the child is provided with consistent discipline
and monitoring in all settings (Frick, 2001).

Differential Diagnoses for Conduct Disorder
There are several externalizing disorders, which, should be considered and
ruled out before diagnosing a child or adolescent with CD. Disorders such as ODD,
ADHD, Mood Disorder, and Child or Adolescent Antisocial Behavior are all
examples of differential diagnoses. Although CD can present very similarly to ODD
and other disorders, there are several large differences. For example, a youth with
ODD may present with disobedience to authority, but has no behaviors, which
seriously violate the rights of others. Youth cannot be diagnosed with both ODD and
CD; however, CD and ADHD or CD and Mood Disorders may be diagnosed
simultaneously (DSM-IV; American Psychiatric Association, 1994).
CD is an externalizing disorder that presents as rule violating and anti-social
behaviors (Frick, 2001). Onset can be early (e.g., before 8 years of age) or late (e.g.,
after 10 years of age). If left untreated, early onset CD can result in diagnoses of Antisocial Personality Disorder as adults (Frick, 2001). As noted previously, late onset
CD typically results in better treatment gains and the youth often matures out of the
diagnosis (Frick & Ellis, 1999). Treatments such as parent management training have
been by researchers to help relieve symptoms of youth with CD by providing
structured environments with positive and negative contingencies to help youth learn
self-control (Frick, 2001).
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Levels of Intervention Intrusiveness
The remainder of this chapter will focus on specific cognitive-behavioral
interventions for adolescents with CD and MDD. In order to provide a more definite
outline of which interventions teachers are willing to use in their classroom, the
interventions were loosely adapted from Alberto and Troutman’s (2003) four levels
of intervention intrusiveness (see Appendix F). The interventions were modified to
include only three levels. The original levels as described by Alberto and Troutman
(2003) are as follows: (a) Level One, considered least intrusive includes the
presentation of reinforcement-based strategies, (b) Level Two, considered more
intrusive and includes withholding a reinforcer and using extinction-based strategies,
(c) Level Three is considered more intrusive than Levels One or Two and uses
removal of desirable stimuli or negative punishment, and (d) Level Four is the most
intrusive and uses positive punishment or the presentation of aversive stimuli to
encourage a behavior change. The following sections will examine the levels of
interventions in more detail.

Level One
Interventions for Level One include reinforcement for positive behaviors such
as praise for appropriate behaviors that may be incompatible with problematic
behaviors, alternatives to inappropriate behaviors, or simply praising behaviors other
than inappropriate behaviors, thus putting inappropriate behaviors on extinction.
Level One interventions include: (a) differential reinforcement of lower rates of
behaviors (DRL), (b) differential reinforcement of other behavior (DRO), (c)
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differential reinforcement of incompatible behaviors (DRI), (d) differential
reinforcement of alternative behavior (DRA), and (e) non-contingent reinforcement
(Alberto & Troutman, 2003; Devlin & Doggett, in press). All of the interventions
arrange environments and consequences to encourage appropriate behaviors such that
inappropriate behaviors are likely to decrease. For example, DRL occurs when
reinforcement is provided when inappropriate behaviors occur at lower levels than at
baseline. DRL also involves shaping techniques as the youth continues to receive
reinforcement for decreasing the number or levels of inappropriate behaviors. Unlike
the other procedures, DRL is meant only to slow down rate of behaviors, rather than
stop the behavior from occurring completely (Devlin & Doggett). An example of
DRL might be a student who participates excessively in class, thus not allowing other
youth to speak. In this situation a teacher would reinforce the youth for speaking less
often, thus reducing the amount of time the youth spends talking aloud in class. DRO,
DRI, and DRA are similar in that reinforcement occurs when behaviors that are
incompatible, alternative or other behaviors are presented. In DRI a behavior that
cannot occur while the inappropriate behavior is occurring is reinforced. In DRO, any
other behavior but the inappropriate one is reinforced. DRA is similar to DRO;
however, in DRA a specific alternative behavior or behaviors is reinforced.
Level One interventions are considered the least intrusive and are often the
simplest and easiest interventions for teachers to implement. However, there appears
to be little research on the use of Level One interventions for adolescents with
internalizing disorders. Grossman and Hughes (1992) conducted a meta-analysis and
found that self-control strategies with use of Level One interventions were effective
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for adolescents with internalizing disorders. However, there are abundant studies
examining the effectiveness of Level One interventions with adolescents with
externalizing disorders. Level One interventions such as praise and ignoring have
been found to decrease problematic behaviors in youth with ADHD(Axelrod &
Langberg, 2004; Gureasko-Moore et al., 2006; Pisecco, Huzinee, & Curtis, 2001;
Power, Hess, & Bennett, 1995), CD (Brestan & Eyberg, 1998; Steiner et al., 1997),
and in adolescents at risk for developing more severe behavior problems (Daunic,
Smith, Brank, & Penfield, 2006). Witt and Robbins (1985) reported that teachers
found DRO and DRL to be significantly more acceptable than time-out or corporal
punishment. Similarly, Tingstrom, McPhail, and Bolton (2001) found DRI to be the
most acceptable out of four possible interventions for a child displaying disruptive
classroom behaviors (i.e., out of seat, inappropriate language, property destruction).

Level Two
Interventions in Level Two use extinction, or termination of positive
reinforcement, to decrease problematic behaviors. Level Two extinction interventions
involve withholding or terminating positive reinforcers that appear to be maintaining
inappropriate behaviors (Alberto & Troutman, 2003, Devlin & Doggett). As stated
previously, Level Two interventions focus on removing positive reinforcement that is
maintaining inappropriate behaviors; however, it is important to remember that
positive reinforcers are not always rewards or intentional reinforcers. For example, a
teacher who verbally corrects a child who speaks out constantly may be maintaining
the inappropriate talking out behavior through the verbal corrections. Therefore, it is
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recommended that Level One interventions, such as differential reinforcement, be
used in conjunction with extinction (Level Two interventions) in order to encourage
appropriate behaviors. As with Level One, there is little research on the use of Level
Two interventions with youth who exhibit internalizing disorders. The scarcity of
research may be due to the internal nature of disorders such as depression and
anxiety.
However, there is research on withholding reinforcement to help decrease
inappropriate behaviors. Many researchers and practitioners have discussed the use of
extinction and caution in that it may have unexpected or detrimental effects. Some of
the problems are: (a) delayed reaction, meaning that it can take time before the
desired behavior change is seen; (b) extinction burst (e.g., a sudden and immediate
onset of an escalation of inappropriate behavior); (c) and spontaneous recovery,
which is when, after some time, the youth engages in the inappropriate behavior to
see whether or not the behavior will be attended to by the teacher (Alberto &
Troutman, 2003; Devlin & Doggett, in press). The aforementioned issues are why in
order to be most effective and reduce the possibility of negative effects, Level Two
interventions should be followed by reinforcement for appropriate behaviors (Level
One interventions) (Alberto & Troutman; Devlin & Doggett). Nonetheless, extinction
procedures have been proven effective in classroom settings (Kazdin, 1981; Power et
al., 1995; Witt & Robbins, 1985), hospital settings (Ansari et al., 1996), and family
and home based settings (Hogue, Liddle, Singer, & Leckrone, 2005; Steiner et al.,
1997).
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Level Three
Level Three interventions involve the use of negative punishment, which is
the removal of desirable stimuli. Examples of Level Three interventions include
response cost and time-out. Notably, research on time-out procedures will not be
addressed in this literature review as time-out is not recommended for youth over the
age of 11, and this study focuses on older adolescents (Eaves, Sheperis, Blanchard,
Baylot, & Doggett, 2005). Response cost refers to a reinforcer being removed
contingent upon the presentation of inappropriate behavior. A common form of
response cost is token economy. A token economy is when a student can earn a set
number of tokens for engaging in specific appropriate behaviors. At the end of a time
period the student can cash the tokens in for privileges. However, if a set criteria is
not met, the student does not earn the reinforcement. Although, there is a great deal of
research on response cost, nearly all focus is on externalizing behaviors and disorders
such as CD (Beauchaine & Gartner, 2003; Frick, 2001; Kazdin, 1981) and ADHD
(Pisecco et al., 2001; Power et al., 1995; Steiner et al., 1997).

Level Four
Level Four is considered the most intrusive of the levels of interventions and
involves presentation of aversive stimuli to decrease or eliminate undesirable
behaviors. Level Four interventions include unconditioned and unconditioned
aversive stimuli and overcorrection procedures. Aversive stimuli might include
physical restraint, electric shock, or medication. For this review, only medication will
be examined as a Level Four intervention. Although medication is not always an
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aversive stimulus, it is one of the more intrusive interventions. One study found that
over half of incarcerated adolescent females viewed psychotropic medication with
skepticism (Williams, Hollis, & Benoit, 1998). For internalizing disorders, literature
review indicates that despite a lack of empirical evidence, antidepressants are often
prescribed for adolescent depression (Delate, Gelenberg, Simmons, & Motheral,
2004; Jureidini et al., 2004).
In terms of common externalizing disorders, psychotropic medications for
both ADHD and CD have been evaluated by researchers. Much research has been
done on medications for symptom management of ADHD (Brown, 2005; GureaskoMoore et al., 2006). Overall, research indicates that stimulant and psychotropic
medications along with behavioral management programs are effective for
adolescents with ADHD (Brown, 2005; Beauchaine &Gartner, 2003; Reitman et al.,
2001; Jensen, 1999; Steiner et al., 1997). However, the research on the relationship
between CD and medication is much less clear. Brown (2005) reviewed recent
research regarding advancement in pharmacotherapy and found that trazodone (i.e.,
Desyrel) is effective in controlling aggression and mood stabilizers such as
risperidone (i.e., Risperdal) are effective in controlling mania. Although stimulant
medication works well for the individuals with ADHD, it is relatively ineffective for
children who have a single diagnosis of CD without symptoms of ADHD. However,
stimulants have been found to be more efficacious for youth with comorbid CD and
ADHD (Frick, 2001).
In general, Level One includes less restrictive more positive interventions and
should be considered first when intervening in problem behaviors. Level Two
33

interventions are more restrictive and intrusive and use the extinction or termination
of positive reinforcement. Level Three interventions are more intrusive than Level
One or Two and include interventions, which use negative punishment such as timeout or response cost. Level Four interventions are considered the most intrusive and
include the presentation of aversive stimuli in order to decrease undesirable
behaviors. Examples of Level Four include medication and corporal punishment.

Specific Interventions to Address Specific Behavior Concerns
It is appropriate at this time to mention a study conducted for a dissertation
with methodology similar to this study. In 2005, Carter investigated acceptability
ratings from teachers by three levels of intervention intrusiveness and consultant
recommending interventions. Carter used a case study of a child suffering from
symptoms of ADHD in the classroom, had teachers read case vignettes with differing
levels of interventions (e.g., token economy with response cost, time-out, and
psychotropic medication). He also questioned whether person recommending
interventions (e.g., school psychologist, pediatrician, special education teacher)
would affect acceptability ratings. Like this author, Carter used the levels of
intervention intrusiveness to develop interventions; however, he only used Levels
Two, Three, and Four, while this study uses Level One, a modified Level Two and
Three, and Level Four. Carter found that teachers preferred less intrusive
interventions over the more intrusive ones and that consultant making the
recommendation did effect acceptability ratings overall. Discussed below are the
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specific interventions by level and type of disorder. There are similarities between the
current study and Carter’s study; however, different results do occur.

Level One
Internalizing Disorder and Level One Intervention
There are not many Level One interventions, which have been empirically
evaluated as to their acceptability for adolescents with internalizing disorders. The
Level One intervention described in the vignettes for this study will use DRI methods
to address the problematic behavior (e.g., positive reinforcement will be provided to
youth when behaviors incompatible with inappropriate target behavior is exhibited).
Specifically, the student will be reinforced by the teacher for keeping a pleasant
thoughts diary and recording pleasant thoughts every day. The purpose of the pleasant
thoughts diary is to reinforce, and thus, increase pleasant thoughts, which would
replace negative or sad thoughts. Hopko, Lejuez, Lepage, Hopko, & McNeil (2003)
used an activity hierarchy with positive reinforcement for engaging in activities and
found that the participants, 25 inpatient adults diagnosed with depression, reduced
their number of depressive symptoms. Although this study was conducted with adults
in an inpatient setting, it lends credence to the use of DRI to decrease number of
depressive symptoms, such as weight loss and poor appetite, as indicated within the
case scenario for internalizing behavior within the current study.
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Externalizing Disorder and Level One Intervention
There has been considerable research on Level One interventions with CD;
generally most researchers have evaluated contingency management programs using
a reward and punishment component (Ansari et al., 1996; Beauchaine & Gartner,
2003; Brestan & Eyberg, 1998; Frick, 2001). The Level One intervention used in the
current study uses verbal praise as the reward component for prosocial behaviors as
the intervention. It is important to note that adolescents with CD often have very poor
social skills, which can affect their relationships with adults and peers alike (Frick,
2001). The Level One intervention described in the vignette for externalizing
behavior for the current study is DRI delivered as verbal praise from teacher when the
student engages in any prosocial behavior (e.g., saying kind things about peers). The
DRI intervention would increase positive adult relations as the target youth receives
positive adult attention for engaging in prosocial behaviors. Theoretically, it would
also encourage the target youth to engage in more prosocial behaviors with peers in
order to earn positive adult attention, thus improving peer relations. It is important
that the intervention increases prosocial behaviors with peers so that the target youth
learns prosocial skills. As adolescents with CD are also apt to congregate with peers
with CD, who also have social skills deficits, thus decreasing likelihood target youth
would learn prosocial skills within their own peer group (Steiner et al., 1997). Thus,
the purpose of the intervention is to increase the probability of the student engaging in
prosocial skills, such as saying kind things about peers, and not engaging in less
prosocial behaviors such name calling and bullying, as well as improving adult and
peer relations.
36

Level Two

Internalizing Disorder and Level Two Intervention
As mentioned previously, the interventions used in this study were adapted
from Alberto and Troutman (2003) levels of intervention intrusiveness. For the
purposes of this study Levels Two and Three were combined and modified. Level
Two in this study refers to the use of a token economy with a response cost strategy
and extinction, in order to decrease or extinguish the student’s truancy behaviors.
With this system the student loses points for every class skipped. After a preset
number of lost tokens, the student loses access to preferred activities. The use of
response cost with token economy and extinction should decrease the number of
classes and days skipped by the adolescent, thus increasing his or her time in school
and ultimately increasing his or her grades.

Externalizing Disorder and Level Two Intervention
As with the internalizing disorder vignette, this intervention will insert the
extinction from Alberto and Troutman’s (2003) Level Two and response cost/token
economy from Level Three and combine them for a response cost, token economy
system, along with extinction that is meant to extinguish the student’s truancy
behaviors. The intervention used is the same as the one used in Level Two for
internalizing disorder. The student will lose tokens for every class skipped and after a
preset number of tokens are lost, the student loses access to a preferred activity.
Response cost, used in the vignettes for the current study, has been heavily researched
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for use with adolescents with externalizing disorders and found to be acceptable
(Carter, 2005; Kazdin, 1981; Pisecco et al., 2001; Power et al., 1995) as well as
successful (Ansari et al., 1996; Frick, 2001; Maughan, Christiansen, Jenson, Olympia,
& Clark, 2005) for this population.

Level Three
Internalizing Disorder and Level Three Intervention
The Level Three intervention in this study corresponds with Alberto and
Troutman’s (2003) Level Four intervention, but is referred to as Level Three for
clarity. For the current study the Level Three intervention, use of the psychotropic
medication, fluoxetine (e.g., Prozac), specifically 25 mg, is considered the most
intrusive and aversive of the interventions. Unlike the previous levels of intervention,
some research has been conducted on the use of psychotropic medication with
adolescents to help decrease internalizing depressive symptoms (Jureidini et al.,
2004). Unfortunately, there does not appear to be conclusive evidence that medication
is the best treatment for adolescents experiencing depression. Jureidini et al. (2004)
found in their meta-analysis of studies examining safety and efficacy of the use of
antidepressants in adolescents that only 11 out of 42 research studies resulted in
statistically significant effects. In that same meta-analysis, the researchers reported
that only 1 out of 9 FDA studies found antidepressants to be more efficacious than
placebo.
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Externalizing Disorder and Level Three Intervention
As with the internalizing Level Three intervention, a psychotropic
medication, 5 mg of aripiprazole (Abilify), a common mood stabilizer, will be used in
the treatment vignettes. Most researchers studying the use of psychotropic
medication for externalizing disorders have focused on using stimulants for the
management of ADHD symptoms. When found comorbidly, ADHD and CD can be
responsive to the use of stimulants; however, without ADHD, CD has been found to
be unresponsive to stimulant medications (Steiner et al., 1997). Although no specific
studies using aripiprazole for controlling externalizing disorders were found, mood
stabilizers in general are considered to be effective for reducing mania and controlling
symptoms resulting from externalizing disorders (Brown, 2005). The next section will
address the issue of treatment acceptability.

Treatment Acceptability
The term treatment acceptability refers to “evaluation of the procedures that
are used to achieve therapeutic ends.” (Kazdin, 1981, p. 494). It can be argued that
treatment acceptability grew out of a 1978 article by Montrose Wolf, which argued
for social validity when participants are the interventionists. In this article Wolf
proposed three levels at which society must validate the treatments. First, researchers
should consider the social significance of the goals. The second consideration is the
social appropriateness of the procedures, and third is, “…the social importance of the
effects” (1978, p.207). It was the three things that Wolf reported to make up social
validity. Another term, treatment acceptability soon came to be known in the
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psychology field. Very similar to social validity, treatment acceptability differs by
centering on the opinion of the consumers using the intervention, rather than as
society as a whole (Eckert & Hintze, 2000). Treatment acceptability has been
evaluated in various settings, with various populations, and for various interventions.
For the current study only studies with teachers as participants will be evaluated.
One issue with most treatment acceptability research is the analog setting in
which it is conducted. Historically, most treatment acceptability researchers use
treatment vignettes and case studies rather than evaluating interventions that have
been implemented in the school setting (DeForest & Hughes, 1992; Elliott, Witt,
Galvin, & Peterson, 1984; Fairbanks & Stinnett, 1997; Kazdin, 1981; Schill,
Kratochwill, & Elliott, 1998; Spirrison & Noland, 1991; Stinnett, Crawford,
Gillespie, Cruce, & Langford, 2001; Tingstrom, McPhail, & Bolton, 2001;Witt &
Martens, 1983; Witt, Martens, & Elliott, 1984; Van Brock & Elliott, 1987).
Nonetheless, several researchers have helped teachers implement interventions in the
classroom and returned to assess acceptability. For example, Martens, Kelly, and
Diskin (1996) found that less experienced teachers tended to rate interventions as
more acceptable and that teachers of lower grades were also more likely to implement
the intervention. Then in 1997, Allinder and Oats helped teachers implement
curriculum-based measurement (CBM) in their classroom. The researchers
discovered that teachers who found the intervention to be more acceptable were also
the ones who implemented the intervention with more fidelity. In 1998, Colton and
Sheridan evaluated the use of conjoint behavioral consultation in conjunction with
social skills training for elementary aged children with ADHD. The researchers found
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that both teachers and parents found conjoint behavioral consultation to be an
acceptable treatment in reducing number of problematic ADHD symptoms. A more
recent 2003 study by Cowan and Sheridan examined the use of conjoint behavioral
consultation and its effect on treatment acceptability in 67 students with academic and
behavioral problems. The researchers found that as intervention complexity
increased, so did treatment acceptability, this relationship was also true for problem
severity and treatment acceptability ratings. However, the studies were the exception
rather than the rule as most studies were focused on teachers with case studies and
treatment vignettes and then used acceptability rating scales for evaluation of
acceptability of interventions.
Treatment acceptability researchers have found several trends for
interventions teachers find most acceptable for use in the classroom setting. First,
they have found that the type of intervention (e.g. positive or negative/reductive)
influences treatment acceptability ratings. In general, positive interventions are
considered more acceptable than negative or punishment-based interventions (Clark
& Elliott, 1998; Elliott et al., 1984; Kazdin, 1981; Tingstrom, McPhail, & Bolton,
2001; Witt, Martens, & Elliott, 1984). Overall, most researchers support the general
rule that teachers find positive interventions as more acceptable than negative
interventions. Witt et al. (1984) found that the amount of teacher involvement time
for the intervention also affected acceptability ratings. Positive interventions were
found most acceptable for low levels of teacher time, reductive interventions seen as
most acceptable for moderate amounts of teacher time, and positive and reductive
interventions viewed equally as unacceptable when high levels of teacher time were
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required. However, Von Brock and Elliott (1987) found no differences in treatment
acceptability between positive (token economy) and negative interventions (response
cost) interventions. Similarly, Fairbanks and Stinnett (1997) found that teachers,
school psychologists, and school social workers did not rate positive interventions
significantly higher than the more negative or punishing ones. However, the findings
appear to be an exception rather than the rule in treatment acceptability literature.
Another trend often encountered in treatment acceptability literature is the
effect of problem severity on treatment acceptability ratings. In general, the literature
shows that the more severe the problem behavior, the higher the intervention
acceptability rating. Researchers have found that teachers rate interventions requiring
more time and involvement as more acceptable for behavioral problems that are more
severe (Cowan & Sheridan, 2003; Elliott et al., 1984; Witt & Martens, 1983; Witt,
Martens, & Elliott, 1984).
Researchers have also found several other factors that influence treatment
acceptability including: intervention complexity (Elliott et al., 1984), teacher
effectiveness ratings (DeForest & Hughes, 1992), amount of time required to perform
intervention (Witt, Martens, et al., 1984), teacher knowledge of intervention (Clark &
Elliott, 1998), teachers experience and grade taught (Martens et al., 1996), urban
versus rural backgrounds of future teachers (Stinnett et al., 2001) and side effects
from interventions (Kazdin, 1981). Although relatively new to the field of psychology
treatment acceptability research has grown since it’s inception in 1978. However,
there are several main trends within the literature as it relates to classroom teachers.
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For example, type of intervention, severity of problem behaviors, and experience of
teacher all affect treatment acceptability ratings.

Abbreviated Acceptability Rating Profile
There are quite a few treatment acceptability rating scales. For the current
paper the Abbreviated Acceptability Rating Scale (AARP) and the Intervention
Rating Profile-15 (IRP-15) will be reviewed. For a more comprehensive review of
treatment acceptability measures please see Finn and Sladeczek (2001). The AARP is
a shortened version of the IRP-15. Consisting of only eight items, the AARP was
created to shorten completion time and to increase ease of readability (Finn &
Sladeczek, 2001; Tarnowski & Simonian, 1992). The AARP has been found to have
acceptable reliability with split half (.95) and Cronbach alpha (.97) (Tarnowski &
Simonian). However, in order to more fully address the research questions, specific
questions from the IRP-15 have been added to the AARP. Specifically the items, “I
would be willing to use this intervention in the classroom setting,” “This intervention
is reasonable for the behavior problem described,” and “This intervention was a good
way to handle this child’s behavior.” were added. The added items will help address
ease of implementation issues.

Intervention Rating Profile-15
The IRP-15 was developed as a shortened version of the IRP-20. The items
chosen to remain in the IRP-15 were selected based on results from factor analysis
procedures. Like the AARP the IRP-15 uses a six point likert scale and results in an
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acceptability score. The IRP-15 has been found to have a high degree of internal
consistency with a coefficient of .98 (Finn & Sladeczek, 2001).
The justification for using the AARP for the current study is based on the
length and readability of the measure. Each participant in the study filled out an
AARP for each treatment vignette, resulting in a total of six AARPs. An instrument
with more items might have caused fatigue in the participants and resulted in
incomplete scales. The AARP’s ease of readability may have also helped reduce the
likelihood of participant fatigue, thus resulting in more complete scales.
In summary, this study examined treatment acceptability ratings of general
education teachers of adolescents in terms of level of intervention intrusiveness and
type of disorder. This study provided much needed information about how much (if at
all) teachers’ ratings of treatment acceptability are affected by factors such as type of
disorder or level of intervention intrusiveness.
The next chapter will address the methods used and descriptives of
participants.
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CHAPTER II
METHODS
Description of Participants
The participants consisted of 101 6th-12th grade, academic and non-academic
general education teachers from a Midwestern public school system. Of the
participants 59.4% were junior high school teachers, and 39.6% taught at the high
school level. Age range of participants was 22-63, with a mean age of 39.95. The
sample was composed of 65.3% female teachers and 26.7% male teachers. The
percentages do not equal 100% as six participants did not indicate a gender. The
majority of the sample (82.2%) described themselves as Caucasian, 5.0% as AfricanAmerican, 3.0% as Other, and 2.0% as Hispanic. Eight participants did not indicate
an ethnicity. Please see Table 2.1 for demographics.
Participants in the sample were all general education teachers and were
distributed by subject as follows: Other 25.7%, Mathematics 18.8%, Science 16.8%,
History 12.9%, English 11.9%, Music, 5.0%, Art, 2.0%. Seven participants did not
indicate a subject. In terms of education level, 49.5% of participants had earned a
bachelor’s degree, 41.6% a master’s degree, 1.0% an Ed.S. degree, and 4.0% a
Ph.D./Ed.D. degree. Four of the participants did not indicate an education level. The
majority, (86.1%),of the participants was licensed, 4.0% were not, and there were 10
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non-responders. In terms of licensure areas, respondents were asked to write in their
area of licensure.
The researcher organized their answers according to subject area/and or type
of licensure. Many of the participants were licensed in multiple areas (i.e., math and
social studies). See table 2.1 for licensure frequencies.
Table 2.1
FREQUENCIES AND PERCENTAGES OF DEMOGRAPHIC
QUESTIONS
Item

N

%

Junior High School

60

59.4

High School

40

39.6

Male

27

26.7

Female

66

65.3

Type of School

Gender

46

TABLE 2.1 FREQUENCIES OF DEMOGRAPHIC QUESTIONS (cont.)

Item

N

%

Caucasian

83

82.2

African-American

5

5.0

Other

3

3.0

Hispanic

2

2.0

Race

Subject Area Taught
Other

26

25.7

Mathematics

19

18.8

Science

17

16.8

History

13

12.9

English

12

11.9

Music

5

5.0

Art

2

2.0
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TABLE 2.1 FREQUENCIES OF DEMOGRAPHIC QUESTIONS (cont.)

Item

N

%

Highest Level of Education
Bachelor

50

49.5

Master

42

41.6

Ed.S.

1

1.0

Ph.D./E.D.

4

4.0

Licensure/Certification
Yes

87

86.1

No

4

4.0

Science

13

12.87

Elem. Ed.

12

11.88

Mathematics

10

9.91

English

10

9.91

Social Science/History

10

9.91

Other

6

5.94

Music

5

4.95

Area of Licensure
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TABLE 2.1 FREQUENCIES OF DEMOGRAPHIC QUESTIONS (cont.)

Item

N

%

Secondary Ed.

4

3.96

Physical Education

3

2.97

Spanish

3

2.97

Industrial Technology

2

1.98

Teach/Administration 7-12

2

1.98

Art

2

1.98

Health

2

1.98

Family/Consumer Sciences Ed.

2

1.98

__________________________________________________________________

Materials
Prior to participation in the study, a verbal recruitment statement approved by
the Mississippi State University Human Subjects Board, was read to participants
(refer to Appendix G). Next, participants were provided with an instruction sheet
(refer to Appendix H) and a demographic survey (refer to Appendix I), to acquire
background information from the participants (e.g., race, sex, age, grades taught)
(Carter, 2005).
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Two case descriptions were used to provide information about problematic
behaviors of a child suspected to be in need of interventions as a result of the
behaviors (refer to Appendix A and B). Diagnostic criteria in the fourth edition of the
Diagnostic and Statistical Manual of Mental Disorders was used to help create case
descriptions (Carter, 2005; DSM-IV; American Psychiatric Association, 1994). One
case description included characteristics describing a diagnosis of Major Depressive
Disorder, (MDD). The child in the case description was described only as Chris, with
no age or gender ascribed to the student. The student was described as exhibiting
several of characteristics of MDD to such a degree that it affected the quality of their
life, including weight loss, loss of appetite, sleeplessness, withdrawal from previously
enjoyed activities, and self-harm behaviors. The symptoms were stated to have
increased over time, and to have affected the student at home and school. The second
case description, also used the gender ambiguous name Pat, and did not give an age.
The student was described as exhibiting several characteristics of Conduct Disorder
(CD) such as: bullying, stealing, lying, skipping classes, and fighting. The behaviors
were described as having been exhibited for a long time and appeared to be
influenced by a specific peer group (Refer to Appendix A and B).
Neither case description provided the name of the diagnosis, but only
described the symptoms. Both case descriptions were presented to all participants. Six
treatment vignettes (Appendix C) were also presented to each participant. Each case
study corresponded to three vignettes, as was appropriate to the potential diagnosis
(i.e., CD or MDD). Each vignette corresponded to a level of treatment intrusiveness
modified from the levels of intervention developed by Alberto and Troutman (2003)
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and provided a brief description of the intervention. Treatment vignettes were
presented in a counterbalanced order so that each vignette led and followed other
vignettes equally as often (Carter, 2005).

Instruments
The Abbreviated Acceptability Rating Profile (AARP) was selected for
measuring treatment acceptability because it is shorter, simpler, and easier to read
than the IRP-15 (Tarnowski & Simonian, 1992). Tarnowski and Simonian evaluated
the AARP on a sample population of 60 mothers with children. The sample from the
study was representative of clients often seen in a large, urban hospital. A cross
validation sample of 80 mothers was also used. The authors found evidence of good
construct validity (84.9% of the variance accounted for by a unitary factor analysis).
Individual item loadings ranged from .89 to .96. With regards to test-retest reliability,
the researchers found a split-half Cronbach alpha coefficient of .97. Overall the
AARP has acceptable internal consistency, reliability, and validity.
The AARP is an eight-item questionnaire with items rated on a six-point
Likert scale (1= strongly disagree to 6=strongly agree). It is used to assess
acceptability of treatments along eight dimensions: (a) acceptability of treatment for
child’s behavior, (b) if the treatment would be effective in changing the child’s
behavior, (c) if the child’s behavior is severe enough to justify use of treatment, (d) if
the respondent would be willing to use the treatment with the child to address the
problematic behavior, (e) if the treatment would have no negative side effects for
child, (f) if the respondent liked the treatment, (g) if the treatment was a good way to
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address the child’s problem, and (h) if overall the treatment would help the child. A
total score is based on the ratings of all eight items and range from 8-48 (Tarnowski
& Simonian, 1992, p.103).
In order to better assess treatment intrusiveness and ease of implementation
several items from the IRP-15 were added to the AARP. Like the AARP, the IRP-15
has a primary factor loading of .82-.95. The IRP-15 also has a high reliability of .98
(Martens, Witt, et al., 1985). Specifically the items, “I would be willing to use this
intervention in the classroom setting,” “ This intervention is reasonable for the
behavior problem described,” and “This intervention was a good way to handle this
child’s behavior.” were added. The added items should provide more information on
how the participants view the relative ease of implementation of the interventions.

Independent Variables
Treatment vignettes (Appendix C) illustrated the following interventions for
the externalizing and internalizing behavior case study. The two sections below will
describe each of the treatment vignettes to illustrate the difference between treatments
specific for each case study.

Internalizing Treatments
The three treatment vignettes (Appendix C) for internalizing behavior case
study were: (a) pleasant thoughts diary and positive verbal praise, (b) token economy
with response cost and extinction, and (c) the use of the psychotropic medication
fluoxetine (Prozac). The pleasant thoughts diary and positive verbal praise (PTVP)
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was described as a tracking mechanism to log the target child’s mood on a daily basis
and providing verbal praise contingent upon daily completion of the diary. The token
economy with response cost with extinction (ITKE) referred to a point system
contingent upon the target child’s’ school attendance, with points being recorded on a
school to home note and cashed in for home computer time. The psychotropic
medication (IMED) was defined as medication administered to the child at school by
the school nurse. Each case description, externalizing (E) or internalizing (I), was
paired with each of the three treatment vignettes, resulting in six paired combinations.
Thus, each respondent evaluated three treatments for each case study.

Externalizing Treatments
The vignettes included three treatments (Appendix C) for externalizing case
study were: (a) positive verbal praise for prosocial behaviors, (b) token economy with
response cost and extinction, and (c) use of the psychotropic medication aripiprazole
(Abilify). The positive verbal praise (VP) was described as any positive verbal praise
for all prosocial behaviors exhibited by the target child. The token economy with
response cost with extinction (ETKE) was defined as a loss of tokens for in
appropriate or targeted problem behavior (i.e., every class skipped, with a set number
of lost tokens to result in the loss of a preferred activity. The psychotropic medication
(EMED) referred to medication being administered to the child at school by the
school nurse.
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Dependent Variable
Total scores from the modified AARP was the dependent variable. The scores
range from 11 to 66, with higher scores indicating greater levels of treatment
acceptability. See Appendix C.

Procedures
The Mississippi State University Human Subjects Board and Omaha Public
School Board reviewed the study and, after approval (see Appendix J), the researcher
met with the superintendents and principals of local junior and senior high schools.
Informed consent was gained via a verbal recruitment statement read to participants
prior to participation in the study. Participation was voluntary (e.g., no incentives
offered), anonymous (e.g., not identifiable by name), and confidential. After gaining
participant permission, each participant was given a packet containing an instruction
sheet, two case descriptions, six treatment vignettes, six modified AARP forms, and a
demographic questionnaire. The instruction sheet provided the following instructions:
(a) read each case description, (b) read the three accompanying vignettes, (c) then fill
out an AARP after reading each vignette. The AARP forms, demographic
questionnaire, case descriptions and vignettes were placed in envelope and turned in
to researcher when the participant finished all three steps.

Data Analysis
Data was analyzed using the General Linear Model 2X3 repeated measures
analysis of variance ANOVA function in commercially available statistics software
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(SPSS). Repeated measures ANOVA are typically used when repeated measures are
taken on one person in order to test the equality of means (Hair et al., 1998). In other
words, the purpose of a repeated measure ANOVA “…control for individual-level
differences that may affect the within-group variance.” (Hair et al., 1998, p.330). For
this study, a 2X3 repeated measures ANOVA as the type of disorder and level of
intervention intrusiveness was assessed. ANOVA are economical and appropriate
given there are relatively few participants and each participant is completing more
than one measure. The current study contains a repeated factor, the AARP scores of
each rater, making repeated measures ANOVA appropriate. To measure reliability for
all rating scales a Cronbach alpha was used to assess internal consistency (Hair et al.,
1998). See Table 3.1.
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CHAPTER III
RESULTS
The purpose of the current study was to examine teacher ratings of treatment
acceptability by level of intervention intrusiveness and type of disorder (e.g.,
internalizing or externalizing). A 2 x 3 repeated measures Analysis of Variance
(ANOVA) was conducted to evaluate the effect of intervention intrusiveness and type
of disorder on treatment acceptability, as rated on the modified AARP. A 2X3
repeated measures ANOVA is a statistical procedure that allows researchers to
compare means across participants on one measure that is administered multiple
times. A 2X3 repeated measures ANOVA produces less within group variance as it
helps control for individual differences; thus, reducing Type I errors. In the study,
each participant was administered a modified AARP six times, producing six sets of
scores. The within-subjects factors were intervention intrusiveness (three levels) and
type of disorder (externalizing and internalizing). All analyses were conducted at the
.05 level of error. See Table 3.1 for Cronbach Alpha scores for each intervention level
by disorder type. See Table 3.2 for descriptive statistics for each intervention level by
type of disorder.
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Table 3.1
CRONBACH ALPHA COEFFICIENTS OF MODIFIED AARP FOR
LEVEL OF INTERVENTION INTRUSIVENESS BY DISORDER

Level of Intervention

Cronbach Alpha

Major Depressive Disorder
Positive Verbal Praise

.968

Token Economy with Response Cost and Extinction

.969

Psychotropic Medication

.972

Conduct Disorder
Positive Verbal Praise

.935

Token Economy with Response Cost and Extinction

.967

Psychotropic Medication

.967

57

Table 3.2
DESCRIPTIVE STATISTICS FOR EACH CASE VIGNETTE
Vignette

Mean

SD

Minimum

Maximum

1I

39.077

12.622

11.00

66.00

2I

36.341

13.086

11.00

60.00

3I

34.813

11.329

11.00

55.00

1E

49.011

8.818

26.00

66.00

2E

40.550

12.268

11.00

65.00

3E

32.692

11.667

11.00

57.00

Note: 1I= Internalizing disorder & positive verbal praise, 2I=Internalizing disorder&
token economy with response cost and extinction, 3I= Internalizing disorder &
psychotropic medication, 1E= Externalizing disorder & positive verbal praise, 2E=
Externalizing disorder & token economy with response cost and extinction, 3E=
Externalizing disorder & psychotropic medication.

Hypothesis One
Hypothesis One stated that there would be no statistical difference in the
ratings of treatment acceptability of the three levels of intrusiveness as rated by
teachers. The levels of the intrusiveness variable are as follows: Level One- the two
types of positive verbal praise (for internalizing and externalizing disorders), Level
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Two-token economy with response cost and extinction (for both types of disorders),
and Level Three- psychotropic medication (for both types of disorders). Comparison
of total scores from the 11 questions on the modified AARP yielded a statistically
significant difference across the three levels, F (2, 89) = 23.630, p < .0001, thus,
leading to rejection of the null hypothesis (see Table 3.4). The effect size estimate of
partial eta squared was .347, which is considered a small effect size when using
Cohen’s effect size definition (Hinkle, Wiersma, & Jurs, 1988). The effect size
indicates that the relationship between the independent and dependent variables is
relatively weak. Overall, the least intrusive level of intervention, Level One (positive
verbal praise; M=44.044, SD=8.786) was found to be most acceptable, followed by
Level Two (token economy with response cost and extinction; M=38.445,
SD=11.132), and Level Three (psychotropic medication; M=33.753, SD=9.740) being
the least acceptable and most intrusive of the interventions (see Table 3.3).
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T a bl e 3. 3
D E S C RI P TI V E S T A TI S TI C S F O R T H E T H R E E G E N E R A L L E V E L S
O F I N T R U SI V E N E S S
____________________________________________________________
L e v el of
I ntr usi v e n ess
Mea n
S D
R A N GE
L e v el O n e

4 4. 0 4 4

8. 7 8 6

4 2. 2 1 4 -4 5. 8 7 4

L e v el T w o

3 8. 4 4 5

1 1. 1 3 2

3 6. 1 2 7 -4 0. 7 6 4

L e v el T hr e e

3 3. 7 5 3

9. 7 4 0

3 1. 7 2 4 -3 5. 7 8 2

N ot e: N = 1 0 1. Hi g h er s c or es i n di c at e gr e at er a c c e pt a bilit y. O n e = p ositi v e v er b al
pr ais e; T w o = t o k e n e c o n o m y wit h r es p o ns e c ost a n d e xti n cti o n; T hr e e = ps y c h otr o pi c
m e di c ati o n.
T a bl e 3. 4
R E P E A T E D M E A S U R E S A N A L Y SI S O F V A RI A N C E F O R H Y P O T H E SI S O N E
__
S u m of S q u ar es

df

m e a n s q u ar e

Li n e ar

9 6 6 2. 6 4 8

2

4 8 3 1. 3 2 4

Err or

3 5 8 0 1. 6 8 5

180

1 9 8. 8 9 8

F
2 4. 2 9 0

Si g.
.000

ŋ

__

.213

__

T o cl arif y t h e r el ati o ns hi p a m o n g t h e t hr e e l e v els, s p e cifi c all y t o d et er mi n e t o
w h at e xt e nt e x a mi n ati o n of r es ults fr o m L e ast Si g ni fi c a nt Diff er e n c e ( L S D) p air wis e
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comparisons indicate that the three levels of intervention are significantly different
from one another (see Table 3.5). Specifically, Level One (positive verbal praise)
was more acceptable than Level Two (token economy with response cost and
extinction), which was in turn more acceptable to teachers than Level Three (the use
of psychotropic medications. Therefore, the null hypothesis (Hypothesis One) was
rejected. All p-values were <.05.
Table 3.5
PAIR WISE COMPARISON

Level

Means

Mean Differences

Outcome

44.044 – 38.445

5.599

p<.05

Level Two to Level Three 38.445 – 33.753

4.692

p<.05

-10.291

p<.05

Level One to Level Two

Level Three to Level One

33.753 –44.044

___
Note: LSD Pair wise comparison=23.630. Higher means equal greater acceptance.
Level One= positive verbal praise; Level Two= token economy with response cost
and extinction; Level Three= psychotropic medication.

Hypothesis Two
Hypothesis Two stated that there would be no statistical difference in ratings
of treatment acceptability based on the type of disorder (e.g., internalizing or
externalizing). Means and standard deviations for the two types of disorder are
presented in Table 3.6. Comparison of total scores from the 11 questions on the
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modified AARP yielded a statistically significant difference between the two disorder
levels, Wilks’ Lambda=.739, F (2, 90)= 31.763, p<.0001. Based on the findings,
the null hypothesis can be rejected. The effect size estimate of partial eta squared was
.261, considered a small effect size when using Cohen’s effect size definition,
indicating a weak relationship between the independent and dependent variables
(Hinkle, Wiersma, & Jurs, 1988; see Table 3.7). Estimated marginal means were also
run and produced pair wise comparisons which showed the two types of disorders
statistically significant different from one another (see Table 3.7). Overall,
interventions for the externalizing disorder were found to be more acceptable
(M=40.751, SD=6.286) than for internalizing disorder (M=36.744, SD=6.945).

Table 3.6
DESCRIPTIVE STATISTICS FOR THE TWO TYPES OF DISORDER
_____
DISORDER TYPE
MEANS
SD
RANGE
_________________________________________________________________
Internalizing

36.744

6.945

35.297 - 38.190

Externalizing

40.751

6.286

39.441- 42.061
_____

Note: N=91. Higher means equal greater acceptance. Internalizing= Major Depressive
Disorder, Externalizing= Conduct Disorder.
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Table 3.7
REPEATED MEASURES ANALYSIS OF VARIANCE FOR
HYPOTHESIS TWO
____
Sum of Squares

df

mean square

F

ŋ

sig

____
Linear

2192.007

1

2192.007

Error

6210.993

90

69.011

2192.007

.000

.261

____

Hypothesis Three
Hypothesis Three stated that there would be no statistical interaction between
the type of disorder and intervention intrusiveness for treatment acceptability. The
null hypothesis was rejected as there was a statistically significant interaction, F (2,
89) =19.621, p< .0001 (see Table 3.9). Overall, less intrusive interventions were
found to be more acceptable for youth with externalizing disorders than internalizing
disorders; whereas the most intrusive interventions were
found to be more acceptable for youth with internalizing disorders than externalizing
disorders. The Level One and Two interventions were found to be more acceptable
for the externalizing disorder (M=49.011, SD=8.18) and (M=40.549, SD=12.268)
respectively, than for the internalizing disorder (M=39.077, SD=12.622) and
(M=36.341, SD=13.086). Except in the case of the Level Three intervention, where
the intervention for the internalizing disorder (e.g., psychotropic medication) was
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found to be as acceptable as (M=34.813, SD=11.329) the externalizing disorder
(M=32.692, SD=11.667).
The effect size estimate of partial eta squared was .185 (see Table 3.9), which
is a very small effect size, when using Cohen’s effect size definition (Hinkle et al.,
1988). The small effect size indicates a very weak relationship between the dependent
and independent variables.
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Table 3.8
DESCRIPTIVE STATISTICS FOR LEVEL OF INTERVENTION
BY TYPE OF DISORDER
_____
Disorder

Means

SD

Range
_____

Level One
Internalizing

39.077

12.622

36.448-41.706

Externalizing

49.011

8.818

47.174-50.848

______________________________________________________
Level Two
Internalizing

36.341

13.086

33.615- 39.066

Externalizing

40.549

12.268

37.994-43.104

______________________________________________________
Level Three
Internalizing

34.813

11.329

32.454-37.173

Externalizing

32.692

11.667

30.262-35.122
_____

Note: Higher means equals greater levels of acceptance.
Internalizing= Major Depressive Disorder; Externalizing= Conduct
Disorder; One= positive verbal praise; Two= token economy with response
cost and extinction; Three= psychotropic medication.
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Table 3.9
REPEATED MEASURES ANALYSIS OF VARIANCE FOR
HYPOTHESIS THREE

Sum of Squares

df

mean square

Linear

3308.839

2

1654.419

Error

14590.161

180

81.056

F

20.411

sig

.000

ŋ
.185

To follow up on the statistically significant interaction effect between level of
intervention and type of disorder, three paired samples t tests were conducted. Family
wise error was controlled for by using Holm’s sequential Bonferroni approach.
Differences in mean ratings of type of disorder across level of intervention
intrusiveness were statistically significant between externalizing and internalizing
disorder for Level One interventions (M=39.449, 49.327, respectively), t (97) = 9.87755, p=.000 and Level Two interventions (M=36.641, 40.545, respectively), t
(90) = -4.20879, p=.001. However, there was not a statistically significant difference
between Level Three interventions and type of disorder (M=34.857, 32.541,
respectively), t (97) = 2.31633, p=.082. Results displayed in Table 3.10. See Figure
3.1 for visual depiction of the interaction effect.

66

Table 3.10
PAIRED SAMPLES T-TEST
_______
Type Disorder

Means

Mean Differences

Outcome

(Int to Ext)
_______
Level One
Internalizing

39.449

Externalizing

49.327

-9.878

p<.05

_______________________________________________________
Level Two

Internalizing

36.641

Externalizing

40.545

-4.209

p<.05

_______________________________________________________
Level Three
Internalizing

34.857

Externalizing

32.541

2.316

ns
_______

Note: Higher means equals greater levels of acceptance. Internalizing=Major
Depressive Disorder; Externalizing= Conduct Disorder; One= positive verbal praise;
Two= token economy with response cost and extinction; Three= psychotropic
medication.
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D

FI G U R E 3. 1 I N T E R A C TI O N B E T W E E N L E V E L O F I N T R U SI V E N E S S A N D
T Y P E O F DI S O R D E R

O v er all, t h e r es ults fr o m t h e d at a a n al ysis s h o w a st atisti c all y si g nifi c a nt
diff er e n c e b et w e e n a c c e pt a bilit y of i nt er v e nti o ns f or i nt er n ali zi n g a n d e xt er n ali zi n g
dis or d ers, wit h i nt er v e nti o ns f or e xt er n ali zi n g dis or d ers r at e d as m or e a c c e pt a bl e t h a n
t h e i nt er v e nti o ns f or i nt er n ali zi n g dis or d ers. T h er e w as a st atisti c all y si g nifi c a nt
diff er e n c e a m o n g l e v els of i nt er v e nti o n i ntr usi v e n ess, wit h l e ast i ntr usi v e
i nt er v e nti o ns r at e d as m or e a c c e pt a bl e t h a n t h e m or e i ntr usi v e i nt er v e nti o ns. T h e
st atisti c all y si g nifi c a nt i nt er a cti o n eff e ct b et w e e n t y p e of dis or d er a n d l e v el of
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intervention intrusiveness showed that the teachers in this sample found interventions
more acceptable for youth with an externalizing disorder than an internalizing
disorder, except for the most intrusive intervention, psychotropic medication, in
which there was no difference between types of disorder. In summary, the teachers in
this sample found psychotropic medication to be less acceptable for both types of
disorders (externalizing and internalizing), but tended to find interventions for the
externalizing disorder, Conduct Disorder, more acceptable on the whole.
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CHAPTER IV
DISCUSSION
The purpose of this study was to explore the acceptability of different kinds
of interventions for youth having two types of behavioral disorders, as rated by
general education teachers of adolescents. The behavioral disorders of interest are
Major Depressive Disorder (MDD), an internalizing disorder, and Conduct Disorder
(CD), an externalizing disorder. The interventions rated for acceptability by the
teachers included positive verbal praise, token economy with response cost and
extinction, and psychotropic medication and were loosely adapted from Alberto and
Troutman’s (2003) levels of intervention intrusiveness (see Appendix F). It is
important to remember when examining the results that intervention intrusiveness
refers to how invasive or intrusive the intervention is to the student’s daily life, not
the teacher’s.
Statistical analyses of the findings indicate that general education teachers of
adolescents rated least intrusive interventions as more acceptable than the more
intrusive interventions. The analyses also indicate the teachers rated most
interventions for symptoms of CD as more acceptable than interventions for
symptoms of MDD. The most intrusive intervention, medication, was rated similarly
for both types of disorder. The statistical analyses also yielded a statistically
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significant interaction effect between type of disorder and level of intervention; that
is, less intrusive interventions were found to be more acceptable for youth with
externalizing disorders than for youth with internalizing disorders. However, there
was not a statistically significant difference for psychotropic medication and type of
disorder. It should be noted that only one intervention had an estimated mean in the
acceptable range when examining cut off scores for acceptability. Specifically, the
use of DRI in the form of positive verbal praise for prosocial behaviors was found to
have an estimated mean of 49.011. For the modified AARP scores of 44 and higher
indicate acceptability, while any score under 44 indicates teachers found the
interventions unacceptable. These results can be considered valid due to high level of
internal validity, which was created by the large amount of control over the
independent variables.
Findings
Overview
Data was analyzed to discern which level of intervention was considered most
acceptable by teachers, as well as, which interventions were rated as more acceptable
for an internalizing or externalizing disorder. Interaction effects were found between
type of disorder and level of intervention intrusiveness. Overall, the least intrusive
treatment, positive verbal praise, was rated as less unacceptable by the teachers. Only
the intervention for CD was found to be acceptable with an estimated means of
49.011, with MDD found as unacceptable with an estimated means of 39.077. While
psychotropic medication, the most intrusive intervention, was rated as the most
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unacceptable treatment, teachers also rated treatments targeting externalizing
disorders as less unacceptable than the ones aimed at the internalizing disorder. An
interaction effect between type of disorder and level of intervention intrusiveness was
found to be statistically significant except for the interaction between psychotropic
medication and type of disorder. Specifically, least intrusive interventions were found
to be significantly more acceptable for externalizing disorders than for internalizing
disorders.
Hypothesis One
In the first hypothesis, it was conjectured that there would be no statistically
significant difference for the acceptability ratings among the level of intervention
intrusiveness (positive verbal praise, token economy with response cost and
extinction, and psychotropic medication). As mentioned previously, intervention
intrusiveness refers to the level of intrusiveness on the student’s daily classroom life.
The first hypothesis was rejected based on the results of a 2X3 repeated measures
ANOVA. A pair-wise comparison was run to determine exact nature of difference
between levels of intervention. Examination of the results showed an inverse
relationship between level of intervention intrusiveness and acceptability ratings; that
is as intervention intrusiveness increased, acceptability ratings decreased.
Such findings are important because they support the existing literature base.
Investigators such as (Carter, 2005; Kazdin, 1981; Pisecco et al., 2001; Power et al.,
1995; Witt & Robbins, 1985) reported that more intrusive interventions are less
acceptable. Findings from this study indicate that psychotropic medication, the most
intrusive intervention, was least acceptable for this sample of general education
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teachers of adolescents. Carter (2005) found similar results with his dissertation, in
which teachers rated psychotropic medication as least acceptable when compared to
time-out and token economy with response cost. Other researchers (Pisecco et al.,
2001, Powers et al., 1995) have found psychotropic medication to be preferred by
teachers for youth with ADHD. The apparent conflict between the current findings
and that of Pisecco et al. and Powers et al. may be explained by the details of this
study’s vignette. The current study used CD in describing the symptoms of the youth
for the externalizing vignette. It may be that teachers respond differently to treatment
acceptability for youth having ADHD and for youth having a diagnosis of CD. The
use of CD, rather than ADHD, might have affected participant responses and could
account for this disparity in findings.
The gender of the students in the vignettes rated by the teachers was not
specified. Because Pisecco et al. (2001) found psychotropic medication to be more
acceptable for males than females, it may be that the lack of gender specificity, which
may have affected acceptability ratings in the current study.
The focus of this study is treatment acceptability among general education
teachers of adolescents. In the treatment acceptability literature studies with teachers
of adolescents, as a population, do not appear have not been reported as frequently as
that of elementary school teachers (Eckert & Hintze, 2000). Gaining an understanding
of the attitudes of teachers of adolescents is important because they have been found
to be less likely than teachers in the primary or elementary grades to implement
interventions (Martens et al., 1996).
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The findings of the current study compliment and extend previous research
results regarding treatment acceptability and levels of intervention intrusiveness of
teachers. Part of the extension of the literature is extended through the use of a
sample of general education teachers of adolescents, and the use of CD and MDD in
the treatment vignettes. The research literature is also extended through the finding
that the least intrusive intervention is often rated as more acceptable by teachers
(Kazdin, 1981; Pisecco et al., 2001; Power et al., 1995; Witt & Robbins, 1985).

Hypothesis Two
The second hypothesis stated that there would be no difference in teachers’
acceptability ratings based on type of disorder (e.g., externalizing or internalizing).
However, examination of the results shows the null hypothesis to be rejected based on
the results of a 2X3 repeated measures ANOVA. A pair-wise comparison was run
and inspection of the results show that interventions for externalizing disorders were
rated as significantly more acceptable than the ones for internalizing disorders. The
general education teachers of adolescents in this sample reported they found
interventions for the externalizing disorder to be more acceptable than interventions
for a vignette with a youth having an internalizing disorder.
That teachers found interventions for youth with externalizing symptoms
more acceptable than the interventions with internalizing disorders is an important
finding for several reasons. First, the results provide support for the existing literature
base that teachers find interventions more acceptable for more intensive or disruptive
behaviors (Eckert & Hintze, 2000; Lambert et al., 2001; Telzrow & Beebe, 2002;
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Witt & Elliott, 1985; Witt, Martens, et al., 1984; Witt & Robbins, 1985). Although
externalizing behaviors or disorders are not necessarily more disruptive or intensive,
the ones presented in the treatment vignettes (i.e., physical and verbal aggression,
stealing, lying) could be perceived by teachers as more disruptive than the behaviors
presented in the internalizing vignettes (i.e., weight loss, sad or depressed mood) the
behaviors are more likely to disrupt the classroom. Secondly, it is important to note
that the sample used was made up of teachers of adolescents, which as mentioned
previously, is a population that has rarely been studied. Thirdly, the use of CD as the
example of the externalizing disorder is also an important factor as little to no
research exists on acceptability of treatments for CD in the school population.
The results could have been influenced by several factors. First, it is well
documented in the literature that teachers and parents are not astute at identifying
internalizing disorders in adolescents (Keogh & Bernheimer, 1998; Lambert,
Lyubansky, & Achenbach, 1998). Although there is more congruence in self-report
and parent report for externalizing disorders on the Child Behavior Checklist, this
does not exist for internalizing disorders (Barkmann & Schulte-Markwort, 2005). It
may have been that the teachers in this sample were better able to identify the
externalizing disorder as CD and may have seen the MDD symptoms as typical
adolescent behaviors. Second, is the issue of controllability of the disorders. The
teachers may have viewed MDD as out of the child’s control and viewed the
symptoms of CD as the child purposefully acting out, thus, perhaps seeing the youth
with MDD as more deserving of sympathy. That teachers may view MDD and CD
differently is supported by some literature that refers to internalizing disorders as
75

overcontrolled and externalizing disorders as undercontrolled (Thurber & Osborne,
1993). Overcontrolled and undercontrolled disorders suggest that the adolescent has
some control over their behaviors, thus, possibly influencing teachers views of how
the symptoms should best be addressed.

Hypothesis Three
The third hypothesis stated that there would not be a statistically significant
interaction effect between the three levels of intervention intrusiveness and type of
disorder (e.g., externalizing or internalizing). Examination of the results showed a
statistically significant interaction, thus leading to rejection of the null hypothesis.
Rejection of the null means that the level of acceptability of each level of intervention
differed by type of disorder. Three paired samples t-tests were conducted to clarify
the interaction effect. In general, teachers in this sample rated the less intrusive
interventions (e.g., Level One, positive verbal praise and Level Two, response cost
with token economy and extinction) as more acceptable at a statistically significant
level for the externalizing disorder than the internalizing one. However, the most
intrusive intervention, Level Three or psychotropic medication, did not differ by
disorder at a statistically significant level. Again, it should be noted that only the
Level I intervention for CD was found to be rated as acceptable, the others were rated
at varying levels of unacceptability.
The results are important for several reasons. The findings support the existing
research literature base, which indicates that teachers find positive interventions more
acceptable for classroom use than negative ones (Telzrow & Beebe, 2002; Witt,
76

Elliott, et al., 1984; Witt, Martens, et al., 1984). Finding that less intrusive
interventions are more acceptable has implications for practitioners and researchers. It
can aid in IEP development and general classroom interventions as well as future
research. Again, it is important to note the population used for the sample was
teachers of adolescents, as they are a population that does not often appear in
treatment acceptability studies.
Secondly, examination of the results show that teachers in this sample found
psychotropic medication to be the least acceptable of the interventions, despite the
fact that it requires less effort to implement on their part. The treatment vignettes
described a school nurse as giving the medication, thus taking all responsibility out of
the teacher’s hands. Some researchers have shown that for most inappropriate
behaviors, teachers find less effortful interventions more acceptable (Telzrow &
Beebe, 2002; Witt, Elliott, et al., 1984; Witt, Martens, et al., 1984). However, other
researchers have found that in general, teachers find the use of psychotropic
medications, especially when used as the only intervention, quite unacceptable
(Pisecco et al., 2001; Power et al., 1995). Although more research is needed, one may
be able to conclude that although an intervention may be less effortful (e.g., nurse
giving psychotropic medication) there are probably other factors, such as type of
intervention, side effects, or possible stigma related to taking medication that need to
be taken into account.
Another factor may have been the specific psychotropic medication
described. Data for this study was collected during Spring 2007, during which time
there was much media focus on the relationship between antidepressants and
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adolescent suicide. Therefore, the teachers in this sample may have been reacting to
the specific medication, Prozac, rather than to the idea of using psychotropic
medication.

Implications
With the recent reauthorization of IDEA and the NCLB Act, teachers and
schools are being held more responsible for developing, implementing, and tracking
interventions for behavioral problems (Council of Parents Advocates and Attorneys,
2006). Typically, there are school psychologists and behavioral specialists to help the
teachers develop and implement the interventions. However, some teachers do not
implement the suggested interventions. There is research to suggest that teacher
acceptability of interventions is related to their willingness to implement and use the
interventions, with teachers being more likely to implement an intervention they find
acceptable (Allinder & Oats, 1997). Although much research has been conducted on
the acceptability of classroom interventions, little of the research has focused on
interventions for internalizing disorders, using externalizing disorders, other than
ADHD, or with teachers of adolescents as the primary population. The current study
was able to address all of the aforementioned issues.
The current study investigated teacher’s acceptability of interventions for a
youth with symptoms consistent with MDD. Although some of the treatment
acceptability researchers used daydreaming in their treatment vignettes (Witt, Elliott,
et al., 1984; Witt, Martens, et al., 1984; Witt & Robbins, 1985) most of the behaviors
described in other treatment vignettes were more overt behaviors such as obscene
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language and property destruction. There was no use of interventions for an
internalizing disorder found in the treatment acceptability literature. Therefore, this
study significantly adds to the treatment acceptability literature. Prevalence estimates
of MDD in the adolescent population are between 2.9% to 3.6% (King et al., 2004).
The prevalence rate means that there are youth in secondary schools who are
experiencing symptoms of depression to such a degree that it is significantly affecting
their academic and social behaviors in the classroom. The current study provides
useful information for teachers, professionals, and researchers interested in helping
the youth succeed in school. On the whole, the current sample of teachers found the
interventions for MDD less acceptable than the interventions for the youth with CD.
It is not known whether this difference is (a) due to the type of interventions
described in the vignettes; (b) if the teachers did not view MDD as a school issue, but
rather one tackled at home, or (c) if the teachers found the behaviors less disruptive to
them, their classroom, and other students
Overall, teachers found the least intrusive intervention, pleasant thoughts
diary with positive verbal praise more acceptable than token economy with response
cost and extinction. The finding that less intrusive interventions are more acceptable
is important information for professionals, practitioners, and researchers alike as it
provides a basis for future research on treatment acceptability and MDD in secondary
education populations.
Also, much of the research on treatment acceptability for externalizing
disorders has focused on Attention-Deficit/Hyperactivity Disorder (ADHD) (Carter,
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2005; Pisecco et al., 2001; Power et al., 1995; Stinnett, Crawford, Gillespie, Cruce &
Langford, 2001). The current study focused on CD, another disruptive, externalizing
disorder often seen in secondary school age youth. No research studies involving
youth with CD in the school setting could be located in the treatment acceptability
research. Therefore, results from this study provide an important addition to the
treatment acceptability literature, as there are undoubtedly secondary-aged youth with
CD symptoms who struggle behaviorally at school. However, unlike ADHD, youth
with CD are sometimes not eligible to receive special education benefits (Council of
Parent Advocates and Attorneys, 2006). The results from this study help add to the
literature base by providing more information of teachers of adolescents’ view of
treatment acceptability for CD.
As mentioned previously there was little treatment acceptability research
found that focused on teachers of adolescents as a sample (i.e., sixth grade and
above). Therefore, the results from this study add a great deal to the treatment
acceptability literature as it used teachers of adolescents from grades 6-12. Martens et
al., (1996) using a sample of K-6th grade teachers, found that teachers at higher grades
were less likely to implement a classroom intervention. Although no comparisons
were made among the grade the teacher taught and level of acceptability, examination
of results from this study show that teachers of adolescents do find certain treatments
acceptable for classroom use. Although further research is clearly needed in this area,
the results from this study can be used by practitioners and researchers alike to find
interventions that teachers of adolescents may find acceptable for classroom use.
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Limitations of the Study
The first limitation was the convenience sample. The researcher was only able
to gain permission to conduct the study from a few principals of schools in a large,
mid-western school district. Also, the researcher was unable to administer the survey
to all the general education teachers in some schools due to absences, meetings, and
lack of willingness to participate. Therefore, it may be that the teachers who
participated in the study already had a familiarity with the interventions used and may
have been more willing to participate than the teachers who were given no choice by
the principal about participation. As a result these factors may have affected
acceptability ratings.
The second limitation was the use of self-report measures. Self-report
measures are problematic in that the participants may have misread items, skipped
items, or simply circled responses without fully reading the item. It is also possible
that participants answered questions with the fear of their results being identifiable.
Although participants were assured confidentiality, which was maintained throughout
the study, their responses may have still been influenced by fear of others examining
their work.
Along that vein, a third limitation was the measure used to assess treatment
acceptability. Although the AARP and the IRP-15 have been found to have
acceptable validity and reliability (Tarnowski & Simonian, 1992), the instrument used
in this study has never been used before and was created by the researcher. Therefore,
there is no information concerning the validity or reliability of the instrument. As a
result, the use of the modified AARP used in this study may have produced erroneous
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results. However, Cronbach Alpha coefficients were conducted and proved the
instrument to have excellent reliability.
A final limitation is limited generalizability of the results. Limited
generalizability is often considered one of the common limitations for treatment
acceptability research (Telzrow & Beebe, 2002). Several examples of how the
interventions, and time of year the study was conducted. The last example may have
influenced the results, thus reducing generalizability. The current study was
conducted within the last month of the spring semester for the school district. During
this time teachers obligations increase as they are preparing, giving, and grading final
exams as well as calculating final grades. As it is the end of the year, the teachers
may be slightly burnt-out and this may reflect in their responses.
Most treatment acceptability literature lists the use of analog setting as a
limitation. Analog settings can be seen as a limitation as they reduce generalizability
and decrease amount of external validity. However, analog studies, when used with a
great deal of control over variables can produce excellent internal validity. The
current study is one such example. The researcher worked very hard to ensure a great
deal of control over the variables (i.e., treatment vignettes, case descriptions) by using
similar if not the same wording and language, making sure each description and
vignette had the same amount of words, and presenting the descriptions and vignettes
in a counterbalanced order, thus increasing the amount of internal validity. Therefore,
for this study the analog setting is not considered a limitation as it helped produce
good internal validity, thus, providing a basis from which other researchers can
expand to improve external validity.
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Despite the limitations, the results from this study provide several avenues for
future research. It is important that future research address or avoid some of
limitations in order to provide more valid results.

Suggestions for Future Research
Although results from this study will add to the treatment acceptability
literature, future research needs to be conducted in order to continue increasing the
knowledge of interventions, which are acceptable to teachers. As mentioned
previously, most treatment acceptability research has focused on elementary teachers.
However, more information is needed as to which interventions teachers of
adolescents find most acceptable for classroom implementation. Teachers of
adolescents often teach up to seven classes a day, seeing as many as 30 students in a
class, while primary teachers (not including music or art teachers) usually only teach
one class of 20 or 30 students. It is likely that teachers of adolescents differ from
primary teachers in the amount of time and effort they are willing to put forth in
implementing interventions. Along those lines, researchers should also compare the
differences between acceptability ratings of teachers of children and teachers of
adolescents. Focusing on teachers of adolescents, as well as, differences between
teachers of adolescents and teachers of children in research will provide valuable
information for researchers and practitioners alike.
Future research should also focus on exploring acceptability ratings for
different types of disorder. Some of the treatment acceptability researchers have
focused on ADHD (Carter, 2005; Pisecco et al., 2001; Power et al., 1995; Stinnett,
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Crawford, Gillespie, Cruce & Langford, 2001), leaving a large gap in the literature
regarding other externalizing disorders (e.g., CD) and internalizing disorders.
Although ADHD is currently a very well-known disorder, it is very likely that
teachers, especially teachers of adolescents, are dealing with youth displaying
symptoms of Oppositional Defiant Disorder, CD, MDD, and disorders on the Anxiety
spectrum. It is, therefore, important for researchers to assess which interventions
teachers are willing to implement to help decrease the symptoms which result from
the disorders. This is especially important because many disorders appear comorbidly
(i.e., ADHD and depression or CD and depression) (Beauchaine & Gartner, 2003;
Brown, 2005; Frick & Ellis, 1999; Stahl & Clarizio, 1999; Steiner et al., 1997). When
disorders present comorbidly they often have different symptoms and, thus, respond
in different manners to treatment (Brown, 2005; Frick & Ellis, 1999). Therefore,
future researchers should also examine which interventions teachers find most
acceptable for comorbid disorders.
Future research should also address different methodology for assessing
treatment acceptability. Although this study was able to provide excellent internal
validity by using a tightly controlled analog setting, future researchers may want to
examine external validity and use a naturalistic setting. More future research should
include the AARP and the modified AARP so that the instruments usefulness,
validity, and reliability estimates are more widely known. Although this study found
the modified AARP to be a highly reliable instrument, validity information should be
collected. Also, the AARP uses the wording of “child” in the instrument (see
Appendix C), however, this study focuses specifically on adolescents. It is unknown
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whether or not this wording affected the results, however, future researchers may
want to compare how the use of the word child versus adolescent affects treatment
acceptability ratings.
Future research should also examine variables that were not explored in this
study, such as gender, age, and years of teaching experience within the secondary
teacher population. Although some researchers have evaluated years of experience
(Martens et al., 1996; Witt & Robbins, 1985) and found less experienced teachers
tend to find interventions more acceptable, more research needs to be conducted and a
wide range of variables should be considered.
Future research should also evaluate whether or not the gender of the student
in the vignette or intervention has an effect on the teacher’s acceptability ratings. Past
researchers have found that teachers tend to rate females as having more internalizing
disorders and males as more externalizing disorders (Hope et al., 1999; Keogh &
Bernheimer, 1998; Lambert, Lyubansky, & Achenbach, 1998). However, the
variables were not examined during this study. The researcher used gender neutral
names in the case vignettes and made no reference to gender of student. Another
variable not explored in the current study was how the teachers viewed the type of
disorder. Specifically, did the teachers view the symptoms of the disorder in or out of
the adolescent’s control? It is likely that teachers who view externalizing symptoms
as in the adolescent’s control may find interventions less acceptable than teachers
who view the symptoms as out of the adolescent’s control.
In conclusion, the research presented in this paper has been able to further
treatment acceptability and social validity research that first began with Wolf’s 1978
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article. The results from this research study address one of the three levels Wolf
writes about in that seminal article, “…the social appropriateness of the procedures”
(Wolf, 1978). Examination of the results from the current study provide practitioners
and researchers alike with previously unavailable information regarding general
education teachers of adolescents acceptability by level of intervention intrusiveness
for youths displaying symptoms of MDD and CD. Due to the strong internal validity
of the study, future researchers will be better able to expand upon and extend the
results produced from this study.
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Case Description Ii
One of your students, Chris, has lost a lot of weight and begun to skip classes. This
last semester’s grades have dropped in all subjects and some teachers have speculated
that Chris has lost interest in a favorite subject, Art. Chris’ mood has also appeared
more down. You have also noticed Chris does not appear happy and rarely smiles.
These behaviors have increasingly worsened over the past few months, prompting
you to ask the student if “things are alright.” The student has stated, “things are fine,”
but when you spoke to the parents they reported Chris is spending several hours a day
on the computer at home, often not sleeping or eating. After this conversation you
decide to intervene.
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Case Description IIe

One of your students, Pat, hits and pushes other students while walking down the hall,
calls other students stupid, and skips classes. You suspect Pat has been stealing from
a local store and lies to cover up their behavior. You notice Pat exhibits these
behaviors more around certain peers and believe they may be contributing to Pat’s
undesirable behaviors. Recently, Pat has started several physical fights with other
students. These behaviors have increasingly worsened over the past few months,
prompting you to ask the student if “things are alright.” The student has stated,
“things are fine,” but when you spoke to the parents they report that Pat has been
arrested several times. After this conversation you decide to intervene.
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I nt er v e nti o n Ii
I n or d er t o h el p C hris, y o u as k t h e s c h o ol ps y c h ol o gist f or s o m e h el p. T h e s c h o ol
ps y c h ol o gist s u g g ests y o u h a v e C hris k e e p a pl e as a nt t h o u g hts di ar y t o tr a c k C hris’
m o o d. T h e s c h o ol ps y c h ol o gist als o s u g g ests t h at y o u r e vi e w t h e di ar y e v er y d a y a n d
pr o vi d e v er b al pr ais e c o nti n g e nt u p o n t h e n u m b er of pl e as a nt t h o u g hts C hris r e c or ds
e v er y d a y.
Pl e as e e v al u at e t h e i nt er v e nti o n b y cir cli n g t h e n u m b er w hi c h b est d es cri b es y o ur
a gr e e m e nt or dis a gr e e m e nt wit h e a c h st at e m e nt. Pl e as e a ns w er all q u esti o ns.

1. T his is a n a c c e pt a bl e
tr e at m e nt f or t h e c hil d’s
b e h a vi or.
2. T h e tr e at m e nt s h o ul d b e
eff e cti v e i n c h a n gi n g t h e
c hil d’s b e h a vi or.
3. T h e c hil d’s b e h a vi or is
s e v er e e n o u g h t o j ustif y t h e
us e of t his tr e at m e nt.
4. I w o ul d b e willi n g t o
us e t his tr e at m e nt wit h m y
c hil d.
5. T his tr e at m e nt w o ul d
n ot h a v e b a d si d e eff e cts
f or t h e c hil d.
6. I li k e d t h e pr o c e d ur es
us e d i n t his i nt er v e nti o n.
7. T h e tr e at m e nt w as a
g o o d w a y t o h a n dl e c hil d’s
pr o bl e m
8. O v er all, t h e tr e at m e nt
w o ul d h el p t h e c hil d.
9. T his i nt er v e nti o n is
r e as o n a bl e f or t h e b e h a vi or
pr o bl e m d es cri b e d.
1 0. I w o ul d b e willi n g t o
us e t his i nt er v e nti o n i n t h e
cl assr o o m s etti n g
1 1. T his i nt er v e nti o n w as a
g o o d w a y t o h a n dl e t his
c hil d’s b e h a vi or pr o bl e m.
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I nt er v e nti o n Iii
T o a d dr ess C hris’ c hr o ni c s ki p pi n g of cl ass es, y o u c o ns ult wit h t h e s c h o ol
ps y c h ol o gist w h o h el ps y o u s et u p a s yst e m of r es p o ns e c ost i n w hi c h t h e st u d e nt
l os es t o k e ns f or e v er y cl ass s ki p p e d. A c ert ai n n u m b er of l ost t o k e ns a n d C hris l os es
a c c ess t o a pr ef err e d a cti vit y.
Pl e as e e v al u at e t h e i nt er v e nti o n b y cir cli n g t h e n u m b er w hi c h b est d es cri b es y o ur
a gr e e m e nt or dis a gr e e m e nt wit h e a c h st at e m e nt. Pl e as e a ns w er all q u esti o ns.

1. T his is a n a c c e pt a bl e
tr e at m e nt f or t h e c hil d’s
b e h a vi or.
2. T h e tr e at m e nt s h o ul d
be
eff e cti v e i n c h a n gi n g t h e
c hil d’s b e h a vi or.
3. T h e c hil d’s b e h a vi or is
s e v er e e n o u g h t o j ustif y
t h e us e of t his tr e at m e nt.
4. I w o ul d b e willi n g t o
us e t his tr e at m e nt wit h
my
c hil d.
5. T his tr e at m e nt w o ul d
n ot h a v e b a d si d e eff e cts
f or t h e c hil d.
6. I li k e d t h e pr o c e d ur es
us e d i n t his i nt er v e nti o n.
7. T h e tr e at m e nt w as a
g o o d w a y t o h a n dl e
c hil d’s
pr o bl e m
8. O v er all, t h e tr e at m e nt
w o ul d h el p t h e c hil d.
9. T his i nt er v e nti o n is
r e as o n a bl e f or t h e
b e h a vi or pr o bl e m
d es cri b e d.
1 0. I w o ul d b e willi n g t o
us e t his i nt er v e nti o n i n
t h e cl assr o o m s etti n g
1 1. T his i nt er v e nti o n w as
a g o o d w a y t o h a n dl e t his
c hil d’s b e h a vi or pr o bl e m.
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I nt er v e nti o n IIIi
I n or d er t o r e d u c e pr o bl e m ati c b e h a vi ors, y o u c o ns ult wit h C hris’ p ar e nts a n d t h e
s c h o ol ps y c h ol o gist. It is d e ci d e d C hris’ p ar e nts will r e q u est t h at t h eir f a mil y d o ct or
pr es cri b e a m e di c ati o n t o r e d u c e C hris’ a n xi o us a n d d e pr essi v e b e h a vi ors. Wit hi n a
w e e k, t h e p ar e nts c all t o r e p ort C hris h as b e e n pl a c e d o n 2 5 m g of fl u o x eti n e
( Pr o z a c). T his m e di c ati o n will b e t a k e n or all y a n d a d mi nist er e d o n c e d ail y b y t h e
s c h o ol n urs e. C o m m o n si d e eff e cts of t his m e di c ati o n i n cl u d e: dr y m o ut h,
c o nst i p ati o n, a n d dr o wsi n ess. T h es e si d e eff e cts ar e us u all y v er y mil d.
Pl e as e e v al u at e t h e i nt er v e nti o n b y cir cli n g t h e n u m b er w hi c h b est d es cri b es y o ur
a gr e e m e nt or dis a gr e e m e nt wit h e a c h st at e m e nt. Pl e as e a ns w er all q u esti o ns.

1. T his is a n a c c e pt a bl e
tr e at m e nt f or t h e c hil d’s
b e h a vi or.
2. T h e tr e at m e nt s h o ul d
b e eff e cti v e i n c h a n gi n g
t h e c hil d’s b e h a vi or.
3. T h e c hil d’s b e h a vi or is
s e v er e e n o u g h t o j ustif y
t h e us e of t his tr e at m e nt.
4. I w o ul d b e willi n g t o
us e t his tr e at m e nt wit h
m y c hil d.
5. T his tr e at m e nt w o ul d
n ot h a v e b a d si d e eff e cts
f or t h e c hil d.
6. I li k e d t h e
pr o c e d ur es us e d i n t hi s
i nt er v e nti o n.
7. T h e tr e at m e nt w as a
g o o d w a y t o h a n dl e
c hil d’s pr o bl e m
8. O v er all, t h e tr e at m e nt
w o ul d h el p t h e c hil d.
9. T his i nt er v e nti o n is
r e as o n a bl e f or t h e
b e h a vi or pr o bl e m
d es cri b e d.
1 0. I w o ul d b e willi n g t o
us e t his i nt er v e nti o n i n
t h e cl assr o o m s etti n g
1 1. T his i nt er v e nti o n w as
a g o o d w a y t o h a n dl e t his
c hil d’s b e h a vi or
pr o bl e m.
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I nt er v e nti o n I e
I n or d er t o h el p d e cr e as e P at’ i n a p pr o pri at e b e h a vi ors, y o u a n d P at's t e a c h ers pr o vi d e
p ositi v e v er b al pr ais e f or all pr os o ci al b e h a vi ors P at e x hi bits, i n cl u di n g b ei n g ki n d t o
p e ers. F or e x a m pl e, w h e n P at h el ps a girl t h at ot h ers t y pi c all y t e as e a n d t ells t h e
ot h ers t o “l e a v e h er al o n e, ” y o u s ai d, “ T h a n k y o u f or b ei n g ni c e t o S u e. ”
Pl e as e e v al u at e t h e i nt er v e nti o n b y cir cli n g t h e n u m b er w hi c h b est d es cri b es y o ur
a gr e e m e nt or dis a gr e e m e nt wit h e a c h st at e m e nt. Pl e as e a ns w er all q u esti o ns.

1. T his is a n a c c e pt a bl e
tr e at m e nt f or t h e c hil d’s
b e h a vi or.
2. T h e tr e at m e nt s h o ul d
be
eff e cti v e i n c h a n gi n g t h e
c hil d’s b e h a vi or.
3. T h e c hil d’s b e h a vi or is
s e v er e e n o u g h t o j ustif y
t h e us e of this tr e at m e nt.
4. I w o ul d b e willi n g t o
us e t his tr e at m e nt wit h
m y c hil d.
5. T his tr e at m e nt w o ul d
n ot h a v e b a d si d e eff e cts
f or t h e c hil d.
6. I li k e d t h e
pr o c e d ur es us e d i n t his
i nt er v e nti o n.
7. T h e tr e at m e nt w as a
g o o d w a y t o h a n dl e
c hil d’s pr o bl e m
8. O v er all, t h e tr e at m e nt
w o ul d h el p t h e c hil d.
9. T his i nt er v e nti o n is
r e as o n a bl e f or t h e
b e h a vi or pr o bl e m
d es cri b e d.
1 0. I w o ul d b e willi n g t o
us e t his i nt er v e nti o n i n
t h e cl assr o o m s etti n g
1 1. T his i nt er v e nti o n w as
a g o o d w a y t o h a n dl e t his
c hil d’s b e h a vi or
pr o bl e m.
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I nt er v e nti o n II e

T o a d dr ess P at’s c hr o ni c s ki p pi n g of cl ass es, y o u c o ns ult wi t h t h e s c h o ol ps y c h ol o gist
w h o h el ps y o u s et u p a s yst e m of r es p o ns e c ost i n w hi c h t h e st u d e nt l os es t o k e ns f or
e v er y cl ass s ki p p e d. A c ert ai n n u m b er of l ost t o k e ns a n d P at l os es a c c ess t o a
pr ef err e d a cti vit y.
Pl e as e e v al u at e t h e i nt er v e nti o n b y cir cli n g t h e n u m b er w hi c h b est d es cri b es y o ur
a gr e e m e nt or dis a gr e e m e nt wit h e a c h st at e m e nt. Pl e as e a ns w er all q u esti o ns.

1. T his is a n a c c e pt a bl e
tr e at m e nt f or t h e c hil d’s
b e h a vi or.
2. T h e tr e at m e nt s h o ul d
b e eff e cti v e i n c h a n gi n g
t h e c hil d’s b e h a vi or.
3. T h e c hil d’s b e h a vi or is
s e v er e e n o u g h t o j ustif y
t h e us e of t his tr e at m e nt.
4. I w o ul d b e willi n g t o
us e t his tr e at m e nt wit h
m y c hil d.
5. T his tr e at m e nt w o ul d
n ot h a v e b a d si d e eff e cts
f or t h e c hil d.
6. I li k e d t h e
pr o c e d ur es us e d i n t his
i nt er v e nti o n.
7. T h e tr e at m e nt w as a
g o o d w a y t o h a n dl e
c hil d’s pr o bl e m
8. O v er all, t h e tr e at m e nt
w o ul d h el p t h e c hil d.
9. T his i nt er v e nti o n is
r e as o n a bl e f or t h e
b e h a vi or pr o bl e m
d es cri b e d.
1 0. I w o ul d b e willi n g t o
us e t his i nt er v e nti o n i n
t h e cl assr o o m s etti n g
1 1. T his i nt er v e nti o n w as
a g o o d w a y t o h a n dl e t his
c hil d’s b e h a vi or
pr o bl e m.
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I nt er v e nti o n III e
I n or d er t o r e d u c e pr o bl e m ati c b e h a vi ors, y o u c o ns ult wit h P at’s p ar e nts a n d t h e
s c h o ol ps y c h ol o gist. It is d e ci d e d P at’s p ar e nts will r e q u est t h at t h eir f a mil y d o ct or
pr es cri b e a m e di c ati o n t o r e d u c e P at’s a g gr essi v e a n d r ul e -vi ol ati n g b e h a vi ors.
Wit hi n a w e e k, t h e p ar e nts c all t o r e p ort P at h as b e e n pl a c e d o n 5 m g of ari pi pr a z ol e
( A bilif y). T his m e di c ati o n will b e t a k e n or all y a n d a d mi nist er e d o n c e d ail y b y t h e
s c h o ol n urs e. C o m m o n si d e eff e cts of t his m e di c ati o n i n cl u d e: dr o wsi n ess, r a pi d
h e art b e at, a n d di z zi n ess w h e n c h a n gi n g dir e cti o n. T h es e si d e eff e cts us u all y
dis a p p e ar aft er a f e w w e e ks.
Pl e as e e v al u at e t h e i nt er v e nti o n b y cir cli n g t h e n u m b er w hi c h b est d es cri b es y o ur
a gr e e m e nt or dis a gr e e m e nt wit h e a c h st at e m e nt. Pl e as e a ns w er all q u esti o ns.

1. T his is a n a c c e pt a bl e
tr e at m e nt f or t h e c hil d’s
b e h a vi or.
2. T h e tr e at m e nt s h o ul d
b e eff e cti v e i n c h a n gi n g
t h e c hil d’s b e h a vi or.
3. T h e c hil d’s b e h a vi or is
s e v er e e n o u g h t o j ustif y
t h e us e of t his tr e at m e nt.
4. I w o ul d b e willi n g t o
us e t his tr e at m e nt wit h
m y c hil d.
5. T his tr e at m e nt w o ul d
n ot h a v e b a d si d e eff e cts
f or t h e c hil d.
6. I li k e d t h e
pr o c e d ur es us e d i n t his
i nt er v e nti o n.
7. T h e tr e at m e nt w as a
g o o d w a y t o h a n dl e
c hil d’s pr o bl e m
8. O v er all, t h e t r e at m e nt
w o ul d h el p t h e c hil d.
9. T his i nt er v e nti o n is
r e as o n a bl e f or t h e
b e h a vi or pr o bl e m
d es cri b e d.
1 0. I w o ul d b e willi n g t o
us e t his i nt er v e nti o n i n
t h e cl assr o o m s etti n g
1 1. T his i nt er v e nti o n w a s
a g o o d w a y t o h a n dl e t his
c hil d’s b e h a vi or
pr o bl e m.
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APPENDIX D
THE AMERICAN PSYCHIATRIC ASSOCIATION’S (APA) (2000)
DIAGNOSTIC AND STATISTICAL MANUAL OF MENTAL
DISORDERS, FOURTH EDITION TEXT REVISION
(DSM-IV-TR) DEFINITION OF MAJOR DEPRESSIVE
DISORDER
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The year 2000 Diagnostic and Statistical Manual for Mental Disorders
(DSM-IV-TR) provides criteria for diagnosing Major Depressive Disorder
(MDD). The criteria are presented here in adapted from such that the general
public may gain better understanding of what is required for this diagnosis.
However, only trained health care providers should diagnose and treat
MDD.
First of all five or more of the following symptoms must have been
present for during the same two-week period and must be different from
previous functioning and at least one of the symptoms is either depressed
mood or loss of interest or pleasure.
1. Depressed mood (irritable in children/adolescents) as viewed by
others
Observation or by person self-report (I’m miserable).
2. Noticeably diminished interest in daily activities nearly every day,
for almost the whole day, through observation or self-report
3. Person either gains or loses a significant amount of weight without
dieting or trying to gain weight, through observation or report.
4. Person sleeps significantly more or less nearly every day.
5. Either very slow movement or very fast, irritable movement, as
observed by others.
6. Significant fatigue or loss of energy nearly every day.
7. Experiencing feelings of worthlessness or inappropriate guilt
nearly every day.
8. Indecisiveness, reduced ability to concentrate or think on activities
that used to be done with ease nearly every day, through reports or
by observation.
9. Recurring thoughts of death, suicidal thoughts with or without a
specific plan that do not include fear of dying.
Symptoms cannot be due to direct physiological causes, such as a substance or
general medical condition, are not better explained by bereavement or if these
symptoms are reported two months after death, and symptoms cause a
significant amount of distress in person’s social, occupational, school, home,
or life functioning. This condition must not be preceded or followed by
episodes of extreme joy, happiness, or energy.
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APPENDIX E
THE AMERICAN PSYCHIATRIC ASSOCIATION’S (APA) (2000)
DIAGNOSTICAND STATISTICAL MANUAL OF MENTAL
DISORDERS, FOURTH EDITION TEXT REVISION
(DSM-IV-TR) DEFINITION OF CONDUCT DISORDER
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The year 2000 Diagnostic and Statistical Manual for Mental Disorders
(DSM-IV-TR) provides criteria for diagnosing Conduct Disorder (CD). The
criteria are presented here in adapted from such that the general
public may gain better understanding of what is required for this diagnosis.
However, only trained health care providers should diagnose and treat
CD.
CD is defined generally as violation of age-appropriate and societal
norms and rules. Three or more of the following criteria must be present in the
past 12 months with at least one present in the last 6 months. The disturbance
in behavior must have a significant effect on their social, academic, or
occupational functioning. Onset could be childhood, before age of 10,
adolescent, no criteria present before age 10, and unspecified onset.
1. Bullies, threatens, intimidates others
2. Initiates physical fights
3. Caused serious harm to another person with a weapon
4. Physically cruel to people
5. Physically cruel to animals
6. Stolen while confronting a person, such as robbery
7. Forced someone into sexual activity
8. Deliberately set fires with the intent of causing serious damage
9. Other than fire setting has seriously destroyed property
10. Broken into someone’s house, car, or building
11. Lies or cons others to get things, get their way, or get out of doing
something
12. Shoplifted, forgery
13. Often stays out at night, despite house rules, beginning before the age of
13 years.
14. Has run away from home more than twice and stayed out all night or run
away once and stayed out a long time.
15. Often skips school, beginning before age 13.
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APPENDIX F
ALBERTO AND TROUTMAN’S LEVELS OF INTERVENTION
INTRUSIVENESS
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Alberto & Troutman’s Levels of Intervention Intrusiveness

Level One

Reinforcement Based Strategies

Level Two

Extinction

Level Three

Negative Punishment

Level Four

Positive Punishment

From Devlin & Doggett (2007).
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APPENDIX G
VERBAL RECRUITMENT STATEMENT
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Verbal Recruitment Statement
The purpose of this study is to discern what behavioral and cognitive behavioral
interventions Junior High and High School teachers find acceptable for youth with
internalizing and externalizing disorders. There are no foreseeable risks or
discomforts involved with participation in this study.
Potential benefits include:

School wide: Dissemination of the results to the school administration and
participants could provide essential information for behavior specialists and teachers
considering implementing interventions in the classroom.
Teacher: Reading the interventions may provide a resource for teachers with
youth with similar problems in their class.
Your names will not be documented in any form, thus, your answers are completely
confidential. However, general demographic data will be collected in order to obtain a
description of the sample. To keep complete confidentiality, no consent form will be
offered. However, when you complete the acceptability ratings you are considered to
have given your consent to participate. Once you have submitted the acceptability
ratings, you are considered a participant. If at any point you decide not complete the
rating forms, you will not be considered a participant. You are free to choose not to
answer any questions. Remember: after the forms are submitted you are considered a
participant and there is no accurate way to identify your forms.
How it works: You’ll be asked to read two case studies, with each case study
followed by three different treatment vignettes. After each vignette, you’ll be asked to
rate the acceptability of each treatment. This process should take approximately 30-40
minutes and no more than 50 minutes. In the packet there will be a consent form to
take with you. This form provides contact information for principal investigator,
university supervisor, and the IRB compliance officer.
REMEMBER: YOU ARE FREE TO NOT ANSWER ANY QUESTIONS ON
THE FORMS, BUT COMPLETION OF THE FORMS INDICATES YOUR
CONSENT TO PARTICIPATE IN THE STUDY.
If you agree to participate in the study, please read the enclosed information, the case
descriptions, and the eight corresponding treatment vignettes. Then, please rate your
opinion of the acceptability of each of the 6 treatments on the short acceptability
rating forms.
That’s it!!
Thank you,
Sarah Graves
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A P P E N DI X H
I N S T R U C TI O N S H E E T
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INSTRUCTIONS/CONSENT
The purpose of this study is to discern what behavioral and cognitive
behavioral interventions Junior High and High School teachers fid
acceptable for youth with internalizing and externalizing disorders.
There are no foreseeable risks or discomforts involved with participation i
this study. All participant demographic information will be kept completely
confidential and participant names will not be on any forms. Participation is
voluntary, and participants may decide not to participate at any time without
fear of repercussions in the forms of penalty or loss. Subjects will be recruited
via verbal announcement from mid-western school districts. Inducement will
not be offered. As many as 100or more subjects will be used, if available, of
any adult age range, sex, or institutional affiliation.
Participants will be asked to read two case studies concerning a student
displaying two categories (e.g., internalizing or externalizing) problematic behaviors.
The participants will then be asked to read and rate six potential treatment
recommendations to address the behavior described. The participants will rate
their personal acceptability of these treatment recommendations. This
should take approximately 50-60 minutes to complete on only one occasion.
Participants may choose not to participate in this study up until the point that
rating forms are submitted. After the forms are submitted, there will be no
means of accurately identifying any of the submitted forms.
Contact information:
The principal investigator contact information is as follows
Name: Sarah Graves
Daytime Phone Number: 402-498-3020
Mailing Address: 9455 Western Plaza, apt. 5
City/State/Zip: Omaha, NE, 68114
E-Mail Address: seg24@msstate.edu
Name of Supervising Faculty Member: Carlen Henington, Ph.D.
Department: Counseling, Educational Psychology, and Special Education

Daytime Phone Number: 662-325-7099
Advisors E-Mail Address: cdh@colled.msstate.edu
Department: Counseling, Educational Psychology, and Special Education
Campus Mail Stop: 9727
Contact Information regarding rights as a research participant:
Name:
Daytime Phone Number:
Mailing Address:
City/State/Zip: Mississippi State, MS 39762
E-Mail Address:
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BY COMPLETING THE ENCLOSED FORMS YOU ARE GIVING
YOUR CONSENT TO PARTICIPATE IN THIS RESEARCH STUDY.
If you agree to participate in this study please read the enclosed case description
and the eight treatment vignettes that follow. After each treatment vignette please
complete the brief acceptability rating form. That’s all you need to do!
Thank You!
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APPENDIX I
DEMOGRAPHIC INFORMATION
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DEMOGRAPHIC INFORMATION
Age: _______

Gender: (circle one) M

Ethnicity: African-American

Caucasian

Content area you teach:
Mathematics
History

Hispanic

Asian/Pacific Islander

Science
Art

F

Other

English
Music

Other

What is your highest level of education? (check one):
Bachelor’s Degree

_______

Master’s Degree

_______

Ed.S., Ph.D./ Ed.D.

_______

Other (Please specify) _____________________________________________________________

Do you have certification/licensure (check one): Yes_____
If “yes”, please indicate what
area:____________________________________________________
What is the approximate total number of years you have spent teaching?
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No_____

FOR CASE VIGNETTE I
Have you ever had experience with a child like Chris? Yes____
No____
Would you recommend a treatment other than those previously described?
Yes____ No____
(Please
Describe)___________________________________________________________
___________________________________________________________________
______________________

What most influenced your rankings of the treatments? (check up to three)
_____ Age of Chris
_____ Gender of Chris
What gender did you think Chris was? M

F

_____ Severity of Chris’ problems
_____ History of Chris’ problems
_____ Ease or difficulty implementing the treatment
_____ Personal history with treatment
_____ Appropriateness of the treatment to address the problem
_____ Other factors that influenced your rankings (please describe)
___________________________________________________________________
___________________________________________________________________
___________________________________________________________________
_________________________________
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FOR CASE VIGNETTE E
Have you ever had experience with a child like Pat?
Yes____
No____
Would you recommend a treatment other than those previously described?
Yes____ No____
(Please
Describe)____________________________________________________________
_____________________________________________________________________
___________________
What most influenced your rankings of the treatments? (check up to three)
_____ Age of Pat
_____ Gender of Pat
What gender did you think Pat was? M

F

_____ Severity of Pats’ problems
_____ History of Pat’s problems
_____ Ease or difficulty implementing the treatment
_____ Personal history with treatment
_____ Appropriateness of the treatment to address the problem
_____ Other factors that influenced your rankings (please describe)
_________________________________________________________
_________________________________________________________
_________________________________________________________
_________________________________________________________
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APPENDIX J
MISSISSIPPI STATE UNIVERSITY IRB APPROVAL
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APPENDIX K
COUNTERBALANCING PROTOCOL
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Participant
1
2
3
4
5
6
7
8
9
10

Case
I
E
I
E
I
E
I
E
I
E

Form
II
I
III
II
I
III
II
I
III
II

Form
III
II
I
III
II
I
III
II
I
III

Form
I
III
II
I
III
II
I
III
II
I
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Case
E
I
E
I
E
I
E
I
E
I

Form
III
I
II
III
I
II
III
I
II
III

Form Form
II
I
III
II
I
III
II
I
III
II
I
III
II
I
III
II
I
III
II
I
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Sarah E. Graves
WORK ADDRESS:
Lincoln Regional Center
801 West Prospector Place
Lincoln, NE 68522
(402) 479-5313 (office)
(402) 479-5175 (fax)
Sarah.graves@dhhs.ne.gov
HOME ADDRESS:
312 Pierce St.
Papillion, NE 68046
(402) 319-1321 (cell)
seg24@msstate.edu

EDUCATION
Mississippi State University, Starkville MS
Doctor of Psychology, School Psychology, Currently enrolled (Anticipated completion
December 2007).
Fully accredited by the American Psychological Association
Dissertation title: Treatment Acceptability of Teachers of Adolescents by Level of
Intervention Intrusiveness and Type of Disorder
Dissertation chair: Carlen Henington, Ph.D.
Dissertation proposal: Approved December 15, 2006
Dissertation defense: Anticipated summer 2007
M.S., Educational Psychology (December 2004)
Birmingham-Southern College, Birmingham, AL
Bachelor of Arts, History (May 2001)
Other: Twelve hours of law classes.

PROFESSIONAL LICENSURE
Provisionally Licensed Mental Health Practitioner (#80347), State of Nebraska, 2006-present
Psychometrist (# 188071), State of Mississippi, 2005-present
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PROFESSIONAL POSITIONS
8/06-8/07

Pre-Doctoral Psychology Intern
APA Accredited Clinical Internship
Specialized Treatment Foster Care
Clinical Research and Services
Girls and Boys Town, Boys Town, NE.
Supervisors: Sean Smitham, Ph.D.

Michael Axelrod, Ph.D.
Jennifer Resetar, Ph.D.
Julie Almquist, M.S.
Duties: Individual, family, and group therapy for Girls and Boys Town youth
and outpatient clients, assessing risk and culpability in youth engaging in
inappropriate sexual behaviors, consulting with clinical specialists, family
teachers, and school faculty and staff, intake assessments, pre-treatment
assessments, diagnostic assessments, consulting weekly at Middle and High
School meetings, consulting in semi-daily community meetings, consulting
in weekly functional assessment meetings, graphing functional
assessment results, presenting functional assessment results to
community, consulting in multidisciplinary meetings, attending
monthly consortium seminars, conducting case studies, presenting
topics to community, participating in weekly case conferences,
school observations, participating in clinical rounds, participating in
weekly didactic training, completing insurance paperwork, and writing
therapy and assessment reports.
Population: Youth aged 8-18 in Specialized Treatment Foster Care.
Examples of client diagnoses: Conduct Disorder, Oppositional
Defiant Disorder, Attention Deficit Hyperactivity Disorder, Major
Depressive Disorder, Dysthymic Disorder, Depressive Disorder,
NOS, Encopresis, Generalized Anxiety Disorder, Anxiety
Disorder, NOS, Enuresis, Posttraumatic Stress Disorder, Bipolar II
Disorder, Adjustment Disorder, and Intermittent Explosive
Disorder.
8/05-05/06

Behavior Specialist/Graduate Assistantship
West Point School District, West Point, MS.
Through Mississippi State University,
Supervisor: Kristin Johnson-Gros, Ph.D.
Duties: Conduct functional behavioral assessments, risk assessments,
student/teacher interviews, various in-class observations, develop and
implement effective behavioral and/or academic interventions, and modify
interventions as necessary.
Populations included: Children in general education
as well as special education, those diagnosed with Conduct
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Disorder, Oppositional-Defiant Disorder, Emotional Disorders,
Bipolar Disorder, Attention Deficit/Hyperactivity Disorder, Specific
Learning Disabilities, Mental Retardation, Speech/Language
Disorders, and Developmental Disabilities.
06/05-08/05

Minor Internship in Emotional/Behavioral Disorders
Paul’s Home for Children
Sturgis, MS.
Supervisor: Sandy Devlin, Ph.D.
Duties: Worked extensively in an interdisciplinary manner with direct care
providers, staff at recreational placement, director of Special Education for
school district, and Department of Human Services in recreational and
residential placements. Created behavioral and academic management plans
for the residential and school settings. Assessed all males for intellectual,
academic, behavioral, social, and psychosocial abilities.
Population: Five at risk young males ages 14-17. Housed in a residential
foster care setting and wards of the State of Mississippi. They had various
diagnoses of Conduct Disorder, Oppositional Defiant Disorder, Major
Depressive Disorder, Impulse Control Disorder, Attention
Deficit/Hyperactivity Disorder, Bipolar Disorder, Specific Learning
Disabilities, and Mild Mental Retardation.

8/03-05/05

Behavior Specialist/Graduate Assistantship
Kosciusko City School District, Kosciusko, MS.
Through Mississippi State University,
Supervisor: Tony Doggett, Ph.D.
Duties: Conduct Social Skills training for at-risk youth in grades 6th-12th
referred by teachers and principals for having consistent and frequent
behavioral problems, such as being placed in In-School-Suspension, Out-of
School Suspension, and continuous and/or frequent placement in the
alternative school setting. Approximately 35 fifty-minute sessions were
conducted with three groups. Conduct functional behavioral assessments,
student/ teacher interviews, various in-class observations, develop and
implement effective behavioral and/or academic interventions, and modify
interventions as necessary.
Populations: Include children diagnosed with Conduct Disorder,
Oppositional-Defiant Disorder, Emotional Disorders, Bipolar Disorder,
Attention-Deficit/Hyperactivity Disorder, Specific Learning Disabilities,
Mental Retardation, Speech/Language Disorders and Developmental
Disabilities.

6/02-8/03

Graduate Research Assistant
Social Science Research Center
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Research Park
Mississippi State University, MS.
Supervisor: Ms. Liesel Ritchie
Research based duties include: researching various topics in the field of
Social Science, gathering the findings, analyzing, and eliminating articles not
relevant to topic. Helping design and mail out surveys and data entry.
Writing based duties include: writing broad literature reviews to investigate
necessity for possible grants. Helping write and create questionnaires for
surveys in the field of education and technology, and writing and editing
final manuscripts of completed research projects.
5/98-8/00

General Student Worker
Social Science Research Center
Research Park
Mississippi State University, MS.
Supervisor: Ms. Liesel Ritchie
Research related duties included: researching various topics in social
sciences and education, helping with survey mailings, data collections, and
data entry.
Writing related duties included: editing various manuscripts and surveys,
writing outlines of articles on particular subject for later literature reviews.
Final outcome duties included: close editing of final manuscripts and
surveys.
OTHER PROFESSIONAL ACTIVITIES

02/07-03/07

Functional Assessment Team Restructuring Committee
Girls and Boys Town
Boys Town, NE.
Part of five person team including two Respite shift supervisors
and two predoctoral interns. The committee was created to
restructure, streamline, and problem-solve issues in the current Functional
Assessment process.
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09/05-2/06

HIV Risk Reduction among Young Incarcerated Females.
Social Science Research Center
Mississippi State University
Starkville, MS.
Lead Researcher and Supervisor: Angela Robertson, Ph.D.
The purpose of this study is to evaluate the effectiveness of a
STD/HIV prevention intervention, in comparison with a Health
Education control group, in reducing sexual risk behavior, and
the incidence of chlamydia and gonorrhea during a one-year followup period.
Duties: Assessing participants risk reduction social skills via
simulation, role-play, of sexual and drug use situations.

1/05-5/05

Discrete Trial Assistant
T.K. Martin Center for Technology and Disability
Mississippi State University
Starkville, MS
Supervisor: Brad Dufrene
Duties: Using discrete trial method to improve overall functioning with
a four year old female with impaired cognitive, motor, and verbal functions.
One 30-60 minute session per week, which included a group lunch time,
followed by a 15-20 minute discrete trial session.

12/3/04-12/23/04 Internship
Pediatric Research Unit at East Virginia Medical School.
Duties: Conducting critical literature reviews, including analysis of past
literature reviews and research on topics such as: crisis management plans for
area schools, early intervention behavior management plans, and other school
wide intervention topics, in order to discern which plans and components of
plans had been effective and which had not, in order to develop more
effective crisis management plans for area schools.
8/14/04

Pre-school Assessment and Screening
5th Annual Youth Health and Safety Fair
First United Methodist Church Family Life Center
Starkville, MS
Supervisor: Carlen Henington, Ph.D.
Duties: Screen children aged 3-6.11 for developmental problems using
Developmental Indicators for the Assessment of Learning-Revised
(DIAL-R).

8/00-5/01

Peer Advisor
Birmingham-Southern College
Birmingham, AL.
Duties: Welcoming freshmen students to the college, helping them meet
their peer advisor, informal class advising, informal counselor for
transition related difficulties, and helping students become acclimated to
college life.
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2/1/07

Training
Training on Eating Disorders
Marian High School
Omaha, NE.
Performed training on general facts about eating disorders. Training was
approximately 50 minutes and covered diagnosing eating disorders by DSMIV criteria, as well as symptoms, comorbidity, warning signs, risks, and
treatments for all-girl high school religion class.

1/29/07

Differential Abilities Scales-Second Edition (DAS-II) and Wechsler
Nonverbal Scale of Ability (WNV)
University of Nebraska-Lincoln
Lincoln, NE.
Training by John Hanson (Psychological Corporation)
Workshop provided training in the DAS-II, which is a comprehensive,
individually administered, clinical instrument for assessing the cognitive
abilities that are important to learning. The test may be administered to
children ages 2 years 6 months (2:6) through 17 years 11 months (17:11)
across a broad range of developmental levels. The WNV is a measure of
nonverbal cognitive ability for use with students when language poses a
barrier to typical administration of intelligence tests.

1/15/07

Acceptance and Commitment Therapy: General Principles and
Application
Girls and Boys Town
Boys Town, NE.
Presentation/training by Kelly G. Wilson, Ph.D.
The purpose of this presentation/training was to learn the general
principles of Acceptance and Commitment Therapy as well as
how to use ACT to improve therapeutic relationships with clients.

08/06

American Red Cross Standard First Aid Certification

08/06

American Red Cross CPR/AED-Adult plus child and Infant CPR
Certification

09/27/05

Training: Hurricane Katrina: In the aftermath.
Sponsored by University of Southern Mississippi School Psychology
Program, Mississippi Department of Education, Mississippi Association
for Psychology in the Schools, and National Association of School
Psychologists.
Oxford, MS.
Three-hour training by Dr. Phil Lazarus and Dr. Gene Cash.
The training addressed how to help teachers, parents and other school
personnel meet all mental, social, and academic needs of children affected
and displaced by hurricane Katrina. Also discussed what behaviors to expect
the children to display as well as the appropriate duration of such behaviors.
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group and individual intervention. Paper presented at the Mississippi
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Graves, S.E., Emens, B., & Henington, C. Easy interventions for
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Starkville, MS, 2005
Hoda, N.E., Graves, S.E., & Henington, C. A Compilation of academic interventions to
increase correct math performance on multiple skill probes: Non-contingent
reinforcement and corrected feedback. See Harber, M., Academic
Skill Builder Summer Clinic for Elementary School Aged Children. Symposium
conducted at the annual meeting of National Association of School Psychologists.
Dallas, TX, 2004
Graves, S., Emens, B., Bodkin, A., and Kuhn, L. Increasing reading
fluency in children. Paper presented at Mid-South Educational Research
Association Regional Annual Conference, Tunica, MS, 2004.
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AFFILIATIONS
American Psychological Association, Division 16, 2002-Present
Association for Behavior Analysis, 2003-Present
National Association of School Psychologists, 2002-Present
Mid-south Educational Research Association, 2004-2005,
Mississippi Association of Psychology in the Schools, 2002-Present
Council for Exceptional Children 2005-Present

Council for Children with Behavioral Disorders, 2005-Present
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